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Introduction to the Portfolio
This portfolio comprises a selection of work I have completed for the Practitioner 
Doctorate in Psychotherapeutic and Counselling Psychology course at the University 
of Surrey. Contained within it are three dossiers: academic, therapeutic practice and 
’research, which reflect my academic and research interests as well as my engagement 
with clinical work and psychological issues that contributed towards my developing 
identity as à Counselling Psychologist. It is hoped that the portfolio will illustrate an 
overview of the range of skills I have developed as a scientist-practitioner, for 
example: the ability to evaluate and conduct relevant clinical research; the ability to 
integrate psychological and evidence-based research into my clinical practice; the 
enhancement of self awareness; the ability to develop and maintain a therapeutic 
relationship; and the ability to work therapeutically within different therapeutic 
models and move towards integration where appropriate for clients’ idiosyncratic 
needs.
To contextualise my training and provide background to the portfolio, my interest in 
developing a career in psychology began during my final year of A-levels. This was at 
an international school in Germany after I emigrated with my parents from South 
Africa. However, this was in stark contrast to what I had applied for to study at 
University, i.e. veterinary medicine, and the science subjects I had elected for my A- 
levels. Studying veterinary medicine had been a childhood dream; having spent most 
of my childhood on a farm surrounded by animals. During my final year of A-levels I 
experienced the merger of my school, the British High School, and the American High 
School to form the International High School. My year was going to be the last year of 
A-levels and the new curriculum was going to follow the International Baccalaureate 
(IB) of the previous American High School. We were a small group of 10 A-level 
students and 23 IB students. I was fascinated by the changes I observed in our teachers 
as they had to grapple with the new curricula which included anxiety, excitement, and 
disdain. I also observed shared feelings o f ‘otherness’, a feeling of being obsolete by 
our group of A-level students and interesting dynamics that unfolded between ‘our’ 
group and ‘their’ group of IB students. I started to be drawn to the field of psychology 
in terms of how people think, act and react in the face of life’s challenges. However, it
was not until after a few months of studying Veterinary Medicine in Belgium that I 
finally decided to study Psychology. During these months in Belgium my parents 
separated and my mother moved back to South Africa to be with my older brother 
who was studying medicine at the time. It was an emotionally difficult time for us as a 
family and my world was turned upside down. My personal process of change that 
was happening was in conflict with the demands of the veterinary medicine training 
and I decided to cease my studies in Belgium and enrol for Psychology in England. I 
felt this was more congruent with my real interests and despite the difficulties my 
parents were having they were encouraging of my change in direction. For the half 
year prior to the start of the degree I decided, after spending some time with my 
mother and brother in South Africa and my father in Germany, to travel through 
Europe and Israel. I was exposed to different cultures and this solidified my interest in 
studying Psychology.
During my psychology degree I became more intrigued with the application of 
psychology i.e. through therapy, to further people’s quality of life. I worked in a 
nursing home for the elderly with mental health difficulties as a night-care assistant, 
which was very challenging yet rewarding. The spare time I had after the care duties 
had been completed, I spent having conversations with the residents I was responsible 
for, which involved mainly listening on my part. I was deeply moved by the stories I 
heard and I felt great compassion for them in their suffering. Yet at the same time I 
was inftiriated with the way they were treated by the care staff in terms of seeing them 
as ‘sick and childlike’ and therefore imposing unreasonable limits on them in my 
opinion. These naturally were met with resistant behaviour, which was only seen as 
part and parcel of their ‘mental disorder’. They were given medication to ‘treat their 
disorder’ but no additional psychological support was provided. I eventually resigned 
as complaints were only met with hostility, although I was sad to leave the residents.
I was drawn to a career in Counselling Psychology because of the humanistic ethos, 
which has at its core the focus on the therapeutic relationship and the 
phenomenological experience of individual clients, as well as its engagement with the 
scientist-practitioner model. This was in stark contrast to my experience in the nursing 
home and was congruent with my personal epistemology. Prior to starting the
practitioner doctorate I completed a two-year part-time MSc. in Counselling 
Psychology at London Metropolitan University. This was deemed equivalent to the 
first year of the Practitioner Doctorate and provided me with foundation training in 
Counselling Psychology in which the main therapeutic approach was standard 
Cognitive Behavioural Therapy (CBT) situated within a Humanistic Ethos. The 
practitioner doctorate provided further in-depth experience in terms of different 
theoretical models of practice and the opportunity to explore in-depth via qualitative 
research an area in psychology that resonated with me personally. Furthermore, I was 
drawn to its encouragement of working integratively.
Personal therapy and supervision have proven invaluable to me throughout my 
training. They have assisted in the development of my self-awareness in terms of 
enhancing my therapeutic practice through the experience of being in the client’s chair 
and enhancing my professional development. Furthermore, personal therapy enabled 
me to work through three major life changes that occurred during my training. My 
brother died at the young age of 29 of cardiac arrest in his sleep and a year and a half 
later my mother committed suicide, because she could not accept my brother’s death 
and was struggling with intense feelings of depression. Their deaths had a profound 
effect on me and challenged many of my beliefs. It’s been more than three years since 
my brother’s death and almost two years since my mother’s death and although I have 
come to terms with their deaths I still mourn for them. Supervision has helped me 
separate out my own feelings from those of clients’ feelings who also had experienced 
bereavements, which I was then able to process in personal therapy and thereby 
maintain an ethical practice. The third major life change that occurred was that shortly 
after my mother’s death I discovered I was pregnant, which both shocked and 
delighted me. My transition to motherhood was a major identity change in addition to 
my developing identity as a Counselling Psychologist. These three major life changes 
have enhanced my self-awareness, understanding and developing professional identity 
and also strengthened my commitment to a career in Counselling Psychology.
Introduction to Academic Dossier
The academic dossier contains two essays I submitted for the modules Theoretical
Models of Therapy in the second and third year of the course. The first essay is 
concerned with a critical discussion of the concept of transference and the ‘corrective 
emotional experience’ and its importance as a therapeutic tool in psychodynamic 
therapy. At the time I was working within a primary care service in a GP practice, 
which offered time-limited therapy and according to the course requirements I 
provided psychodynamic therapy. At the time I felt overwhelmed with the plethora of 
psychodynamic theories available but found the concept of transference common to 
all the theories. I felt I needed to provide myself with an opportunity to explore this 
concept further in order to enhance my skills in providing time-limited brief 
psychodynamic therapy. In reviewing the literature on transference I discovered the 
concept of the ‘corrective emotional experience’. Consequently, I illustrated the 
importance of transference in relation to the ‘corrective emotional experience’, which 
I had previously experienced in both personal therapy and my therapeutic practice.
The second essay is concerned with a discussion of CBT for psychosis and the 
importance of the therapeutic relationship in working with someone with psychosis in 
this model. At the time I was working within a Specialist Psychology Service in 
tertiary care that offered mainly CBT and provided input to a range of services 
including inpatient psychiatric services. I was referred a client that was diagnosed by 
the psychiatrist with ‘paranoid schizophrenia’ for a risk assessment and possible 
therapeutic input. At the time I also attended a workshop on CBT for psychosis to 
further develop my skills in applying CBT in working with clients who experience 
psychotic symptoms. The presenters placed the centrality of the success of CBT for 
psychosis on the therapeutic relationship, which resonated strongly with me. Most of 
the therapeutic work that occurred with this client was focussed on developing and 
maintaining a therapeutic relationship prior to and during the engagement with CBT.
Introduction to Therapeutic Practice Dossier
This dossier includes a description of my clinical placements during this course, in 
addition to my final clinical paper. My first placement on this course, which was in 
the second year, was in a primary care service providing weekly therapy of a 
maximum of eight sessions to clients referred by their GPs. For my third year, I
wanted to gain experience working with clients with ‘enduring mental health 
difficulties’ and chose a placement in a Specialist Psychology Service in tertiary care. 
Shortly before the birth of my daughter I completed this placement and the required 
number of hours. Due to unforeseen circumstances I was unable to complete my 
research and portfolio and decided to go part-time. When my daughter was 10 months 
old I re-engaged with therapeutic practice and chose a final placement in the private 
sector in a Drug and Alcohol service for adults, which recruited me to offer brief CBT 
therapy, but with an open attitude towards working integratively.
The main focus of this dossier is my Final Clinical Paper, which explores my 
developing approach to therapeutic practice and my identity development as a 
Counselling Psychologist. It discusses the ways I have drawn on different theoretical 
frameworks, therapeutic interventions, research, personal therapy and supervision to 
enhance my therapeutic practice.
Introduction to Research Dossier
For the research component of the course I investigated the phenomenon of self-harm 
in young men. The literature review examines the existing research on the functions of 
self-harm, the gendered nature of self-harm and demonstrates a possible link between 
masculinity, male identity and self-harm in young men. Furthermore, it demonstrates a 
need in the field to develop and provide research on self-harm in young men as well as 
provide tailored therapeutic interventions. As a direct result of this, the qualitative 
study explores the subjective experiences and perceptions of therapists, as key 
informants, working with young men who self harm. This study attempts to ‘give 
voice’ to the experiences of young men, albeit at some distance. Furthermore, it 
highlights what the therapists found therapeutically helpful in working with this client 
population, as well as difficulties and Frustrations that they experienced and the need 
for adequate therapist support. This dossier also highlights an area of special interest 
for me both professionally and personally. My aims are to eventually work 
therapeutically with adolescents who self-harm, apply what I have leamt from my 
research and to contribute to the further development of vitally needed research into 
effective practices to working with this client population.
ACADEMIC DOSSIER
Introduction to Academic Dossier
This academic dossier contains two essays undertaken during my training. The first 
essay is written from a psychodynamic perspective on the importance of transference 
in relation to the ‘corrective emotional experience’ in therapy. The second essay 
focuses on the importance of the therapeutic relationship in CBT, especially with 
clients presenting with symptoms of psychosis. Both essays demonstrate the value I 
place on the therapeutic relationship as a ‘vehicle of change’ in my therapeutic 
practice as a Counselling Psychologist.
The role of transference and the corrective emotional experience
Introduction
In general transference can be understood as the displacement of aspects of past 
relationships onto current relationships such as the therapeutic relationship between 
client and therapist. This includes both the client’s feelings towards the therapists, 
expectations regarding feelings and behaviour as well as the client’s interpretation of 
the therapeutic action in the here-and-now (Grant & Crawley, 2002). A plethora of 
material has been published on the concept of transference in psychoanalytic thinking 
since the identification of the phenomenon by Sigmund Freud. This essay will explore 
transference according to the Freudian and some of the contemporary views. 
Furthermore, the importance of transference in psychodynamic therapy will be 
illustrated in relation to the ‘corrective emotional experience’. In addition this will be 
illustrated through case vignettes from my own practice and as a client in 
psychotherapy.
The role of transference
Sigmund Freud, the founder of psychoanalysis, the original psychodynamic therapy, 
identified the phenomenon of transference and defined it as infantile feelings that the 
patient transfers onto the therapist including defences against them (Freud, 1912). 
These feelings stem from early conflicts of unsatisfied libidinal impulses and the 
conflicts are re-enacted in the therapeutic situations. Freud (1912) divided 
transference into positive transference of fidendly feelings and negative transference of 
hostile feelings. Positive transference was further subdivided into affectionate feelings 
that are admissible to the conscious and repressed erotic feelings from the 
unconscious.
Freud (1912) saw transference primarily as resistance but also as a vehicle for change 
in which the transference makes the hidden and forgotten libidinal impulses known to 
the therapist. More specifically it was the negative transference and the positive
transference of repressed erotic feelings that Freud (1912) recognised as resistance, 
which needed to be removed through the process of making it conscious. What 
remains after the removal of the resistance is the positive transference of affectionate 
feelings, which are admissible to conscious and are ‘unobjectionable’. This serves as 
an aid to the therapeutic process. In more recent years this has been referred to as the 
therapeutic alliance (Meisner, 2001).
Freud’s (1914) psychoanalytic technique of interpretation of the transference shows 
the patient that his feelings are distorted and inappropriate to the current situation. It 
further shows that it is a repetition of past conflicts of unresolved libidinal impulses 
stemming from a compulsion to repeat instead of remembering. In treatment, the 
compulsion to repeat is made harmless through allowing it to expand in the 
transference, new meaning is then given to the transference to allow for and artificial 
illness called ‘transference-neurosis’. This replaces the original neurosis, which can 
subsequently be changed through the therapeutic work. The transference therefore 
plays a role in which illness transitions to health (Freud, 1914).
According to Proner (2002) modem transference analysis stemming from Melanie . 
Klein developed to included the observation that unconscious ways of relating, which 
are being enacted in the transference relationship with the therapist, were not only the 
repetition of past emotional conflicts. These unconscious ways of relating also 
reflected current and living experiences which were taking place in the client’s inner 
worlds and undergoing constant change. The mechanisms involved in this process 
consisted of the interaction of projection and introjection between the client and his 
objects and more so through projective identification. This modem analysis, which 
moved away from the focus on unresolved libidinal impulses to unresolved emotional 
conflicts, forms part of relational psychoanalysis, known more broadly as 
contemporary psychoanalysis including object relations (see Winnicott, 1971; 
Summer, 2000, Teybers, 2002).
The development of modem transference analysis coincides with the shift in 
contemporary psychoanalytic thinking from an emphasis on interpretation of 
unconscious material of the past to exploring how the past is operating in the here-
and-now (Grant & Crawley, 2002). In psychodynamic therapy, transference assists 
this process, which is seen as the activation of a client’s ‘psychological dynamics’ in 
the here-and-now within the therapeutic relationship that originated in the past. The 
transference relationship enables the client to experience feelings that originated in 
early relationships and interpretation of the transference allows for the formation of 
more appropriate responses and leads to change in interpersonal functioning.
The importance of transference to therapy therefore lies in its capacity to ‘crystallize’ 
current interpersonal patterns and conflicts originating in a client’s past which 
continue to influence current experiences (Grant & Crawley, 2002). It is also 
important when transference responses threaten to cause ruptures, such as resistance 
or early termination, to the therapeutic relationship/alliance. The therapeutic 
relationship describes the bond that develops between the client and therapist due to 
empathy, clarification, understanding and non-judgementalness from the therapist 
(Grant & Crawley, 2002).
According to Goldstein and Goldberg (2004) the therapeutic relationship is central in 
dynamically oriented psychotherapy and is used to gain understanding of the influence 
of past conflicts on current conflicts and relationships. Dynamically oriented 
psychotherapy is a form of psychodynamic therapy that puts less emphasis on the 
maximization, elaboration and resolution of transference than more psychoanalytically 
oriented psychotherapy. In contrast it puts more emphasis on the therapeutic 
relationship (Goldstein & Goldberg, 2004).
However, as noted by Grant and Crawley (2002), transference responses in therapy 
can cause ruptures to the therapeutic relationship and are therefore important to 
address and work through. In actual practice Goldstein and Goldberg (2004) concede 
that the two forms of psychodynamic therapy can therefore be combined in a number 
of ways, although they do not explain how. A combination could be in which the 
therapeutic relationship is used as the ‘vehicle for change’ with the assistance of the 
transference, forming an important aspect of the relationship, as and when it presents 
itself with varying intensity according to client capability. By client capability 
Goldstein and Goldberg (2004) mean that certain clients won’t be able to form and
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intense transference reaction. Other clients can form transference reactions that are too 
intense, which can lead to destructive acting out or disruptions. Therefore it is 
recommended to keep transference to a minimum intensity but still engage with it.
The corrective emotional experience and the transference relationship
Alexander and French (1946) extended Freud’s process of psychoanalytic treatment in 
which less focus was put on an intellectual reconstruction of past repressed memories. 
It was demonstrated that the recollection of repressed childhood memories were not 
the cause of therapeutic progress but the result of the re-experience and mastery of the 
emotional constellation of these memories within the transference situation. Alexander 
and French (1946) outlined the process of recollection of repressed memories as 
following linearly from recently repressed memories which have been brought to 
consciousness via the transference relationship to initially repressed memories from 
early childhood. The acceptance and mastery of more recently repressed memories 
aids the development of the ego to be more permeable to deal with the early repressed 
memories of similar emotional constellation, which were repressed at a time when the 
child’s ego was weak and inexperienced.
In the transference relationship, once the repressed memories have been uncovered, 
the client experiences a different relationship with the therapist than they did 
originally with significant figures e.g. the mother or father. The therapist does not 
punish or censure the client for showing similar affect or behaviour and the client 
therefore has a new and real experience in the ‘here-and-now’ rather than the same old 
experience of the ‘there-and-then’. This real and new experience allows the client to 
gain the emotional insight that he is no longer a child facing the same early difficult 
experiences and therefore repairs the traumatic influence of these experiences. 
Alexander and French (1946) named this type of emotional experience the ‘corrective 
emotional experience’ and contended that recollection of repressed memories does not 
change the effect that they have on current experience. Furthermore, recollection of 
repressed memories is not essential to show progress in treatment, since it is the 
emotional experience that is changed, which is more essential than knowing what the 
original emotional experience was.
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According to Alexander and French (1946) the transference relationship provides the 
client with the opportunity to behave in a variety of patterns thereby making it unique. 
This relationship allows the mastery of unresolved conflicts because the transference 
conflict is less intense than the original and the therapist assumes a different attitude 
towards the client than what the client experienced from a significant figure e.g. the 
parent in the original conflict situation. The therapist consistently reacts differently to 
what the client expects unconsciously through his continued display of outdated 
patterns. The client’s transference is therefore one-sided, providing the therapist with 
the opportunity to help the client feel on an emotional level as well as see on an 
intellectual level the irrationality of his current emotional reactions. This enables the 
acceptance and mastery of previously intolerable emotional experiences. If the 
therapist, however, re-enacts responses from the client’s early traumatic experiences, 
he colludes with the client’s transference neuroses and therapy can be disrupted or 
lead to early termination. In this situation Alexander and French (1946) advised 
therapists to consciously choose to respond differently to how the parents responded 
in the early conflict situations.
Alexander and French (1946) argued that intellectual insight is not sufficient on its 
own to foster emotional change and change in interpersonal relationships outside 
therapy. Rather intellectual insight, into the similarity of the old conflict to the current 
transference relationship and more so the differences, accompanies the actual and 
different experience of the client in the relationship with the therapist.
Theorists such as Kell and Mueller (1966), Winnicott (1971) and Casement (1985, 
1990) revised the meaning of the ‘corrective emotional experience’ in light of 
criticism that the deliberate adoption of a role by the therapist in the transference 
relationship manipulates the client’s experience in therapy thereby creating a power 
imbalance by infringing on the client’s autonomy. Instead every client is seen to 
possess an unconscious awareness of the types of experiences they need to find and 
re-experience in the transference, hence clients search for opportunities in transference 
relationship with the therapist who will allow them access to experiences which were 
previously unmanageable. The re-experience of past conflicts that still effect the
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present allows memories, emotions and behaviours related to these past conflicts to be 
understood, related to and changed. The therapist is used as the object in the 
transference to represent an earlier relationship and early conflicts are worked through 
when the therapist then allows the client to put him into a role that the client needs in 
order to re-experience an early traumatic conflict, which will be experienced 
differently in that the therapist provide a different reaction to what the client expected 
(Casement, 1985, 1990; Kell & Mueller, 1966; Winnicott, 1971).
Molnos (1998) extended the concept of the ‘corrective emotional experience’ to 
include the ‘correct cognitive recognition’, which is reached after the corrective 
emotional experience has been established in the transference relationship. The client 
subsequently gains intellectual insight of his repetitive problematic behaviour patterns 
and internal dynamic, which is not only insight into the origin of his conflicts but the 
way in which his unconscious is organising current experience. Insight is also 
achieved in how the client can recognize, manage and undo his psychic conflicts when 
they appear. Molnos (1998) postulates that ‘correct cognitive recognition’ 
consolidates the therapeutic gains reached through the ‘corrective emotional 
experience’. This is similar to the intellectual insight referred to by Alexander and 
French (1946), but Molnos (1998) insists it should only be reached after the corrective 
emotional experiences as it would have little therapeutic effect without this 
experience. Therefore achievement o f ‘corrective emotional experience’ increases the 
effectiveness of psychodynamic interventions.
Both the ‘corrective emotional experience’ and the ‘correct cognitive recognition’ 
steps form part of the ‘working through’ or in more recent times the ‘working through 
the transference’ phase. Molnos (1998) summarised ‘working through the 
transference’ in psychodynamic therapy as consisting of the therapist observing and 
monitoring the client’s patterns of the defence in the ‘here-and-now’ in the 
relationship with the therapist. The client is helped to focus on these patterns in order 
to experience and express the underlying emotions, which are linked with the same 
patterns of behaviour, emotions and responses in his past and current relationships. 
Change of these maladaptive patterns in the here-and-now as well as outside therapy 
is subsequently facilitated.
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Case vignettes
1) Prior to commencing the current training, during my MSc. in Counselling 
Psychology, I was in a cognitive behaviour therapy placement. With one of my first 
clients I had experienced negative transference as defined by Freud (1912). However,
I was unaware of this at the time. The client was struggling with anxiety brought on 
by bullying in the neighbourhood of her and her children, which triggered traumatic 
memories of being bullied as a child. Furthermore, she had separated from her 
husband after she discovered he was a sex offender and had abused their own 
children. She felt trapped in her house because she associated bad memories with the 
house and consequently tried to spend most of her time outdoors. It had affected her 
health negatively and she had for the past two years been struggling to get approval to 
be moved by the local council to a different house in a different part of the 
neighbourhood.
We had three difficult sessions together in which the client did not do the agreed 
‘homework assignments’ e.g. to record her thoughts in order to access her beliefs. The 
goals were to modify her beliefs about her situation, as we could not change the 
situation, as well as beliefs about herself; teach her anxiety management skills and 
assertiveness skills. In the second session she said that she did not have time to do the 
homework. We tried to do the homework in the session but we did not make much 
progress. The client instead was complaining about the inefficiency of the police and 
the mayor in protecting her from the bullying in rather an excessive manner. By the 
third session she told me, in a hostile manner, that she saw no point in the homework 
assignments and thought they were ‘stupid’ and a ‘waste of time’. I felt rather 
attacked, but instead of addressing the affect that was taking place in the relationship,
I attempted to address her rejection of the homework by trying to elicit her beliefs 
about the homework, true to my then understanding of the cognitive approach. I felt 
uncomfortable and at the end of the session I asked her to reflect again on what she 
expected from therapy, which we would discuss in the next session. The client did not 
return and notified reception that she didn’t want therapy and that she didn’t want to 
fill in an evaluation form.
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On reflection, from a psychodynamic perspective, the negative transference I had 
encountered was due to my insistence of ‘sticking to the agenda’. The client might 
have experienced me in a bullying manner in trying to achieve the aims of cognitive 
therapy. I was therefore re-enacting responses of her conflictual interpersonal patterns 
instead of providing her with a new and different experience in order for her to 
achieve the ‘corrective emotional experience’ (Alexander & French, 1946). In my 
obstinacy I was unable to address the ruptures that had occurred in the therapeutic 
alliance.
2) In my psychodynamic placement during my current training, which was time- 
limited therapy in primary care, I saw a 37 year old female client who presented with 
a wish to be able to ‘be herself and not worry about what other people think of her’.
As a child the client experienced severe bullying at school and reported that her 
mother was very controlling and unsympathetic to the bullying. As a consequence the 
client had leamt to hide herself from the outside world and had developed a false 
sense of self (Winnicott, 1965). She described herself as paranoid regarding her 
fantasies about what other people thought of her. From the beginning of treatment I 
felt there was a warm rapport between the client and myself, however, I did feel that 
she was hiding something from me and was aware that we had entered a transference 
relationship. I did not make an immediate interpretation but allowed the transference 
to develop as well as being empathie and non-judgemental. This was in contrast to her 
controlling and unsympathetic mother in order to facilitate ‘the corrective emotional 
experience’. In our third session I made a transference interpretation regarding how it 
seemed to me that she was holding back parts of herself from me in therapy as if I too 
would judge her and scorn her as her mother and the children who bullied her did. On 
reflection the client agreed that unfortunately she was repeating the pattern and was 
experiencing the same emotions with me but realised that I was not like her mother or 
the children that had bullied her. The client subsequently addressed another pertinent 
issue in her life which was toward the end of the session. In retrospect, one could 
argue that in not continuing to explore the transference, it seemed as if it was too 
uncomfortable for the client, which I could have addressed. However she visible 
relaxed, putting her hands on her lap, not straining against her chair and she was more
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able to talk freely about the issue she addressed. I felt that this was a consequence of 
the transference interpretation. In addition in giving her the space to address another 
issue I was not being like her controlling mother or the bullies, therefore providing a 
new experience and adding to the ‘corrective emotional experience’.
Personal therapy
As part of my course requirement I undertook forty hours of personal therapy during 
my MSc. in Counselling Psychology. It was in personal therapy that I first came 
across the concept of transference, not in a theoretical sense but in an experiential one. 
In the therapeutic relationship with my therapist I had responded to her in the same 
way I was interacting with my own mother since her divorce to my father four years 
earlier, i.e. oscillating between being the parent and feeling like a child but not daring 
to disagree due to fear of conflict, upsetting her and consequently feeling guilty. I was 
vaguely aware of slight discomfort in myself but did not know why. My therapist 
addressed my pattern of interacting with her and explained the transference that was 
occurring. In ‘working through the transference’ (Molnos, 1998) my interaction 
changed with her and also in parallel with my mother, which to my surprise improved 
my relationship greatly with her. I no longer needed to feel like a child or be the 
parent of my mother, but a caring adult child, that is I no longer felt guilty for 
disagreeing with my mother and any conflict became manageable. My therapist 
allowed the development of the transference and consistently did not respond like my 
mother. She had provided me with a ‘corrective emotional experience’ after which I 
reached ‘correct cognitive recognition’.
Conclusion
The concept of transference has evolved from the classical Freudian view with 
different schools varying their emphasis on the frequency of its use; however it 
remains a core process to psychodynamic therapy. It has serious consequences to 
therapy if ignored or rejected in the form of resistance from the client or re-enactment 
from the therapist in response. These consequences include disruption, stalling and 
early termination as illustrate in one of my case vignettes. In conclusion, transference
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is not only viewed as a resistance that has to be removed but as a therapeutic tool. Its 
full potential as a vehicle of change can be gained through the ‘corrective emotional 
experience’, which I had personally experienced in my own personal therapy.
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Cognitive behavionr therapy for psychosis and the role of the therapentic 
relationship 
Introdnction
Cognitive Behavioural Therapy (CBT) is a widely used psychosocial intervention 
which has its origins in the early traditions of behaviourism and cognitivism and 
represents integration between cognitive and behavioural therapy techniques and 
principles. Over the last thirty years theoretical and clinical research in CBT has 
flourished, especially in application to emotional and personality disorders (Hawton et 
al, 2002; Linehan, 1993). In recent years CBT has been extended to the treatment of 
psychosis as an adjunct to medication and has generated the development of specific 
cognitive models of psychosis (e.g. Garety et al, 2001) with associated cognitive 
behavioural techniques that have demonstrated empirical efficacy. Furthermore, the 
therapeutic relationship has been attributed as central to the efficacy of CBT for 
psychosis (Nelson, 1997).
Overview of Cognitive Behaviour Therapy
CBT is largely based on the initial work of Aaron T. Beck’s treatment for depression 
(Beck, 1967, 1976). Central to the therapeutic modalities associated with CBT is the 
theoretical concept that thoughts, beliefs and style of information processing affect 
feelings and behaviours. This construct implies that it is the emotional tones and 
expectations that one learns to associate with specific events that create problems 
rather than the events themselves that cause distress.
More specifically according to Beck (1985) and Young (1994) cognitive structures 
called schemata, which are the deepest level of cognition (implicit), govern the way in 
which we process information and influence how we interpret events. Schemata are 
formed through early learning experiences during childhood and are elaborated 
throughout the lifespan. These are formed usually as a response to negative events, 
and when activated by a trigger gives rise to cognitive and emotional disturbance. This 
involves dysfunctional assumptions, which are general beliefs or rules people have
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about the world and themselves that make them interpret certain events in an 
excessively negative or dysfunctional fashion, as well as dysfunctional or unhelpful 
automatic thoughts. In situations in which the maladaptive schemata are activated, 
emotions, behaviour and physiology will reinforce distorted thinking, which in turn 
further increase maladaptive responses forming a vicious cycle (Young, 1994). Thus , 
maladaptive schemata are self-perpetuating and are resistant to change by distorting 
contradictory information.
Recent theorists (Wells & Mathews, 1994; Wells & Purdon, 1999; Wells 2000) have 
criticised cognitive-behavioural frameworks conceptualising cognition in 
psychological dysfunction as being too ‘content driven’, i.e. the main aim is 
modification of the content of cognitions and they have suggested revised frameworks 
which include metacognition (Wells et al, 1994; Wells 2000). Metacognition refers to 
a higher order thinking, defined as ‘thinking about thinking’, which involves an 
individual’s knowledge, experiences, monitoring and control of cognitive processes 
and strategies (Wells, 2000). Research has demonstrated that maladaptive 
metacognitions are positively associated with emotional disorders e.g. Generalised 
Anxiety Disorder (Wells & Carter, 2001) and obsessive-compulsive symptoms 
(Gwilliam, Wells & Cartwright-Hatton, 2004).
The objective of CBT consists of developing a collaborative formulation to 
understand the relationships between beliefs, distress, current and past experiences 
and behaviours and how psychological, interpersonal and behavioural problems are 
maintained (Eels, 1997). This formulation will assist in the modification of the 
maladaptive thoughts, schemas, metacognitions and associated behaviours that result 
in and maintain emotional distress. Cognitive behavioural therapists use a variety of 
techniques in achieving cognitive and behavioural change such as psycho-education, 
guided discovery, Socratic questioning, problem-solving, role playing, coping skills 
training, ‘coaching’ clients to evaluate and challenge schemas and metacognitions, 
and conceptualising new schemas and strengthening them through behavioural 
experiments (Hawton et al, 2002; Padesky, 1994, Salkovskis, 1996, Wells, 2000).
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Cognitive Behaviour Therapy for psychosis
GET for emotional and personality disorders have been extensively developed and 
researched since the 1970’s whereas psychological interventions for psychosis have 
been much slower in comparison. There is now a general consensus that optimal 
treatment of psychosis requires the combination of pharmacological management with 
psychosocial interventions (Lauriello, Lenroot & Bustillo, 2003). Over the last 15 
years research in psychosis has emphasised the use of GET and the recent National 
Institute for Glinical Excellence (NIGB) guidelines (2002) recommend GET as an 
adjunctive therapy to medication for individuals with persistent positive symptoms of 
psychosis. Several empirical studies of controlled trials have demonstrated the 
effectiveness of cognitive-behavioural intervention packages or programs for 
psychosis (e.g. Garety & Fowler et al, 1997; Kuipers & Garety et al, 1997; Sensky & 
Turkington, 2000; Tarrier & Yusupoff et al, 1998)
In recent years there has been much development in theoretical models providing a 
framework for GET for psychosis. These models extend the stress-vulnerability 
model and posit that the interaction of the vulnerability for psychosis and 
environmental processes is mediated by cognitive processes such as causal 
attributions, emotional appraisals and cognitive biases (Garety et al, 2001; Morrison, 
2001). The stress vulnerability model, which was proposed by Zubin and Spring 
(1977) and later revised by Neuchterlein and Dawson (1984), suggests that psychosis 
develops through the interaction of a predisposition or vulnerability and 
environmental processes i.e. stress such as traumatic life events, stressful living 
conditions, the use of drugs and alcohol. The level of vulnerability to psychosis is 
determined by both biological factors e.g. genetic predisposition, and psychological 
factors e.g. reactions to stress.
Garety et al (2001) postulated that the development of delusions and hallucinations 
occur against a social-cognitive background in which negative schemas about the self, 
others and the world were created from early adverse experiences. A trigger event in 
combination with a predisposition to psychosis then gives rise to cognitive
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dysfunction such as the ability to monitor intentions and actions, which in turn leads 
to unusual experiences such as actions experienced as unintended, heightened 
perception, racing thoughts, and thoughts experienced as voices. Emotional changes 
occur in response to these cognitive disturbances, but can also occur in direct response 
to the trigger event. In turn these emotional changes can also determine the content of 
the cognitive disturbances. Both the cognitive disturbances and the emotional changes 
give rise to a process of trying to make sense of the meaning and cause of these 
experiences. Cognitive biases in appraisal can lead to interpretations of these 
confusing experiences as externally caused and personally significant which can be 
felt as frightening and threatening or give a sense of grandiosity e.g. ‘The voices 
belong to aliens and they say they are going to kill me’ and ‘God has given me some 
of his powers’. These appraisals are identified as delusions and hallucinations. In turn 
these symptoms are thought to be maintained by biases in reasoning processes; 
dysfunctional schemas and adverse social environments; associated emotional states 
such as anxiety, depression, anger and mania; information processing biases e.g. 
attention allocation; safety behaviours that prevent access to evidence that could 
challenge psychotic beliefs; and metacognitive beliefs e.g. about the uncontrollability 
of thoughts which can lead to an increase in emotional distress.
In terms of CBT, Garety et al (2001) suggested that interventions be targeted at 
changing the appraisals, and negative self-schemata as well as the maintenance factors 
in order to disrupt the psychosis cycle. There are several CBT approaches to psychosis 
and whilst there are differences, the central foci are the psychotic experience, the 
person’s attempt to make sense of it, to reduce the distress associated with the 
psychotic symptoms and to develop motivation for engaging in coping strategies (e.g. 
Chadwick, Birchwood & Trower, 1996; Kingdon & Turkington, 1994; and Rector & 
Beck, 2002) One such specific approach is outlined by Fowler et al. (1995) which 
addresses the modification of specific cognitive behavioural techniques and strategies 
to address the problems specific to psychosis. These are aimed at promoting self­
regulation of symptoms, addressing delusions and beliefs about voices, dysfunctional 
assumptions, social disability and the risk of relapse.
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The role of the therapeutic relationship
In humanistic and psychodynamic oriented therapies the therapeutic relationship is 
seen as central and considered the main vehicle for therapeutic change whereas 
traditionally in the field of CBT it occupied a less significant role. However, empirical 
research has demonstrated that the therapeutic relationship is a powerful predictor of 
outcome, regardless of the modality tested (Horvath & Symonds, 1991; Orlinsky, 
Grawe, & Parks, 1994, Garske & Davis, 2000). In recent years the field of CBT has 
attributed more significance to the therapeutic relationship in enhancing its 
effectiveness in facilitating cognitive and behavioural change (e.g. Beck 1995; 
Farrington & Telford 1996). CBT conceptualises the therapeutic relationship or 
therapeutic alliance as consisting of ‘non-specific treatment’ factors such as empathy, 
warmth, genuineness and trust as well as a collaborative working alliance (Salkovskis, 
1996). Without a solid therapeutic relationship, it is unlikely that a patient will stay in 
treatment, be sufficiently engaged to learn new skills, or share successes and failures 
in trying new approaches to old problems. Conversely, empathie delivery of skills 
training as tools to help patients manage their lives more effectively may form the 
basis of a strong therapeutic and collaborative relationship. Furthermore, the 
therapeutic relationship can be utilised to observe, explore and help modify 
maladaptive interpersonal schemata and behaviours by attending to thoughts and 
feelings the client has about the therapist and therapy and vice versa (Giovazolias, 
2004)
More specifically, in CBT for psychosis the therapeutic relationship is of paramount 
importance in facilitating engagement with the therapy. In an empirical study of the 
therapeutic relationship in cognitive therapy with patients with schizophrenia, a 
positive association was found between a positively rated therapeutic relationship and 
favourable treatment outcome (Svensson & Hansson, 1999). Furthermore, in a recent 
qualitative study of client experiences of CBT for psychosis, one of the dimensions 
that Messari and Hallam (2003) explored with participants was the therapeutic 
relationship. They found that most of the participants emphasised the importance of a 
trusting and genuine therapeutic relationship in which their experiences were taken 
seriously.
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However engaging a client that experiences hallucinations or delusions can he a 
challenge and pose several difficulties for the therapist. Chadwick, Birchwood and 
Trower (1996) outline seven such difficulties to engaging clients experiencing 
psychosis: 1) Failure to develop empathy due to difficulties in relating to the 
experience of hearing voices or delusional beliefs; 2) Therapists’ negative beliefs 
regarding psychosis and treatment; 3) Clients’ negative beliefs e.g. about engaging in 
therapy; 4) Clients may experience the relationship too threatening due to little 
experience of safe interpersonal relationships; 5) Clients may see no potential benefit 
of therapy; 6) Clients find it difficult to see that delusions are beliefs and not facts and; 
7) Difficulty in developing a rational for questioning delusional beliefs.
To overcome these difficulties and to enhance the effectiveness of cognitive 
behavioural techniques with people experiencing psychosis, specific counselling skills 
for forming and maintaining a therapeutic relationship is required in addition to 
commitment, persistence and the ability to tolerate the complexity of psychosis 
(Fowler, Garety & Kuipers, 1998). Nelson (1997) offered comprehensive guidelines 
for engagement in CBT with patients with schizophrenia. He suggested that in the 
early stages of therapy considerable time needs to he spent on building up rapport and 
trust and this can sometimes take months before any direct belief modification can he 
attempted. Patients need to feel safe in order to engage in therapy and the relationship 
is considered especially important with patients with schizophrenia because it can 
provide a sense of safety that enables the patient to explore frightening experiences 
and beliefs which otherwise they would have been unable to do. Furthermore, the 
ability to empathise with the patient’s feelings is crucial in fostering engagement and 
Nelson (1997) suggested that the therapist should imagine that the delusional belief or 
fear were true and was being affected by it rather than the patient. Nelson (1997) also 
suggested that therapists suspend their disbelief in the early stages of therapy to enable 
the discussion of the patent’s experiences and delusions in a genuine and natural 
manner.
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Case vignette
At the time of writing this paper I was on placement at a NHS specialist psychology 
services within a multidisciplinary team. I was referred a client for an assessment to 
assess specifically for forensic risks in addition to a psychological assessment and 
suitability for CBT, which I would he able to provide. The client. Miss Z, was a 27 
year old British-Pakistani female who was diagnosed with paranoid schizophrenia 
with substance misuse five years ago with a series of hospitalisations, hut without any 
concrete psychological therapy. Her recent admission followed an assault on an 
elderly lady in the community and has since been on the psychiatric ward for 4 
months under section 3 of the Mental Health Act 1983.
I saw Miss Z for an initial six sessions of which the first five sessions posed several 
difficulties. It was difficult to follow what Miss Z was saying at times as she displayed 
quite severe ‘thought disorder’ by changing themes consistently and saying 
contradictory statements within the same sentence; she was experiencing both 
auditory and visual hallucinations within the first three sessions and she also held 
beliefs about what my role was i.e. to ‘psychoanalyse’ her or that I was ‘hypnotising’ 
her. This is indicated possible negative beliefs about engaging in therapy as suggested 
by Chadwick et al (1996).This posed a challenge for me, as this was my first client 
that was experiencing psychosis. In order to overcome the difficulties and build the 
therapeutic relationship I was clear about my role whilst exploring the meaning that 
psychoanalysis or hypnosis has for her as well as staying with her subjective lived 
experience. Furthermore, I validated her feelings and in every session explained the 
rationale for the assessment and introduced the CBT model, which she understood. In 
order to build trust, enable empowerment and demonstrate my respect for Miss Z, I 
made it clear from the first session that we have a maximum of 50 minutes once a 
week, but that we did not have to adhere to the full session and that she could 
determine the length and that she could take breaks. Furthermore, I discussed 
confidentiality in terms of confidentiality to the team which is standard, but I felt this 
was important to do in each session with Miss Z in order to reassure her and provide 
containment. In order to encourage Miss Z to feel comfortable and tell me her story I
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used the hasic skill of empathie listening and ‘suspended my disbelief as 
recommended by Nelson (1997).
Miss Z was very preoccupied with her appearance and expressed severe self-hate and 
felt very depressed about having a ‘mental illness’. She was receiving medication but 
her clinical notes demonstrated that there was minimal improvement. When I arrived 
for our fifth session the nursing staff told me that Miss Z was very depressed and has 
been in bed for the past two days and had not spoken to anyone. The staff nurse took 
me too her and announced to her that I was there to see her. She said that she did not 
want to talk, but that she wanted to die. I said to her I could imagine how she was 
feeling and that she prohahly just wanted to feel safe in bed. At this point she made 
eye contact and I encouraged her to talk to me for only five minutes if she was willing 
to. Miss Z agreed and stood up and we went to another room. She engaged with me 
for 10 minutes and spoke about how she felt her life was pointless, that she had started 
scratching herself to feel better and that she wished the staff would give her a knife so 
she could cut herself or end her life. I felt that this was progress in that it seemed Miss 
Z was starting to trust me because previously Miss Z had denied that she was self- 
harming. We discussed what else she would like from the staff and she said to feel 
protected. I notified the staff of her suicidal ideation and self-harm and discussed ways 
they could support her and gain her trust.
Prior to our sixth session I was notified that Miss Z had cut herself with a plastic knife 
and she has been transferred to a secure psychiatric ward. The psychiatrist was 
expecting a completed assessment urgently and I informed him that we were building 
a trusting relationship as she had very little trust for the ‘psychiatric system’ and 
therefore I would need a few more sessions to provide a comprehensive risk 
assessment. I also informed him that I had spoken to the staff about ways they could 
support her. My supervisor was supportive and encouraging of this approach and also 
shared this with the psychiatrist.
When I arrived for the session at the new ward Miss Z stood up from the lounge to 
greet me by name and smiled, which was the first time she had done this. She was 
very well engaged for the entire session of 50 minutes. When we sat down she showed
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me her cut and we discussed her thoughts, feelings and reasons for the incident and 
her wish to die. She continued to discuss her forensic history and that voices told her 
to assault the elderly lady. We explored her meaning-making of these voices and what 
her associated feelings were. As Miss Z had previously denied the incident I felt that 
she was more trusting of me and that we had established a therapeutic relationship. I 
have been able to provide her with, what Winnicott (1971) termed the ‘holding 
environment’ thereby enhancing her engagement and challenging her beliefs about 
therapy.
Towards the end of the session I asked her that if she was able to learn the social skills 
and coping skills necessary to manage her symptoms, to alleviate her depression and 
to feel better about herself, whether she would like to live and she said that she would. 
I said that therapy would aim to do this and the assessment would help us decide how 
to best manage the risks that make her vulnerable to self-harm, suicide and aggression. 
To instil further hope I said that CBT has helped a lot of people with similar problems 
to her and asked her how she felt about it and she said that she was willing to give it a 
try. Furthermore, due to Miss Z’s wish to die and escape from her feelings, we agreed 
on a ‘no harm’ agreement as recommended by Conterio, Lader and Bloom (1998). 
Using a problem-solving approach, consistent with the cognitive behavioural 
framework, and to collahoratively engage Miss Z I  asked her how between now and 
the next session she could keep herself safe and try not to harm herself. She said she 
could try and write about her feelings the way we were doing in the session. With 
further brainstorming we agreed that if  she felt like harming herself she would also 
distract herself by watching TV or talking to the nurses. In conclusion the six sessions 
that I have had with Miss Z demonstrated to me the significance of the therapeutic 
relationship in working with people with psychosis, especially the time and patience it 
takes to build up rapport in a gradual, containing and collaborative way.
Conclusion
CBT has demonstrated its value in the treatment of psychosis with the development in 
recent years of a range of cognitive models and treatment manuals for psychosis. 
Although traditionally the therapeutic relationship was not considered as important in
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CBT as in other therapeutic modalities, it is now considered crucial in the success of 
facilitating cognitive and behavioural change. More specifically in working with 
people with psychosis, who can be difficult to engage, the therapeutic relationship is 
considered as central, and need to be continually fostered and monitored as is 
demonstrated in my approach in working with Miss Z.
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Introduction to Therapeutic Practice Dossier
This dossier includes a short description of my placements and the client populations 
that I worked with over the last three years of my training. The main focus of this 
dossier is the Final Clinical Paper which illustrates my developing identity as a 
Counselling Psychologist and my approach to therapeutic practice.
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Therapeutic Practice 
Placement 1 : NHS Primary Care Counselling Service
This placement was in a NHS primary care counselling service and the therapy took 
place in a general practitioner’s practice. The service received referrals from general 
practitioners and catered to a variety of clients over the age of 18. Psychological 
difficulties ranged from relationship difficulties, stress, anxiety, phobias or a fear of 
certain situations, bereavement, depression childhood traumas, and life adjustments 
e.g. health problems or unemployment.
The service provided time-limited individual therapy with an average of eight 
sessions. I saw individual clients on a weekly basis providing brief psychodynamic 
therapy and conducted psychological assessments. I was also required to write 
discharge reports for general practitioners.
Individual supervision was provided on a weekly basis by a psychodynamic 
psychotherapist in which client work, theoretical, and practical issues were discussed.
Placement 2: NHS Specialist Psychology Service, Tertiary Care
This placement was in a NHS Specialist Psychology Service on a tertiary level and 
therapy took place at different locations within the catchments area. The service was 
staffed by Clinical Psychologists, Counselling Psychologists, Behavioural 
Psychologists and Assistants and provided input to Learning Disabilities Services, 
Community Forensic Services, Personality Disorder Services, and Psychiatric 
Inpatient Services and Community Mental Health In-Reach services at a Prison. In 
addition the service also accepted referrals from Community Mental Health teams.
The therapeutic input the service provided ranged from time-limited to long term- 
work according to the client's needs and circumstances and therapists' availability. 
The main therapeutic approaches used by the service were Cognitive Behavioural 
Therapy and Dialectic Behaviour Therapy.
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I saw individual clients on a weekly basis and conducted psychological assessments, 
including an extensive risk assessment. My work also involved meeting with clients’ 
care-co-ordinators, talking to staff about psychiatric inpatients' progress on the ward, 
participating in ward rounds and writing discharge reports. Supervision took place 
weekly for an hour with a chartered Counselling Psychologist
Placement 3: Drug and Alcohol Service (adults)
This placement was provided by a Drug and Alcohol Service for adults in the private 
sector. This service provides a range of services to clients including a day structured 
programme based on CBT principles and time-limited individual therapy of maximum 
12 sessions. I was recruited to offer brief Cognitive Behavioural Therapy (CBT) for 
clients with ‘dual diagnoses’, i.e. social anxiety and problem drinking, but the service 
had an open attitude towards the integration of different theoretical models and 
therapeutic interventions according to clients’ idiosyncratic needs and current clinical 
knowledge and research.
Referrals were made to the service from GPs, the Community Mental Health Team 
and directly from clients. After a triage assessment, clients were referred for further 
assessments for individual therapy with therapists.
Supervision was provided externally on a fortnightly basis for and hour and my 
supervisor worked integratively, including CBT.
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Final Clinical Paper: identity development and moving towards psychotherapy
integration 
Introduction
In this paper [present a narrative of my developing identity as a Counselling 
Psychologist and my therapeutic approach in working with clients. This will include 
an attempt at demonstrating the influence of some major events in my life as well as 
my engagement with different therapeutic models and the salience of the therapeutic 
relationship. I strive towards becoming an integrative and reflexive practitioner, 
which for me encapsulates a holistic view of the person in terms of emotions, 
cognitions, behaviour and physiology and in terms of a relationship with self and 
others. However, it is acknowledged that this paper is not constructed as an essay on 
integration. Through examples from my work with clients as a Counselling 
Psychologist in training, I will endeavour to illustrate my growing capacity for 
reflective practice.
Developing my identity as a Counselling Psychologist
After completing my undergraduate training in psychology I was drawn to 
Counselling Psychology due to its humanistic ethos of focussing on the fulfilment of 
clients’ potential and self-determination and thereby facilitating a better quality of life. 
Counselling Psychology presented me with the optimal merger between the scientific 
and the humanistic ethos for my journey towards becoming a scientist practitioner.
The training has been both exhilarating and challenging. At times I struggled to make 
sense of exactly what a Counselling Psychologist does, even though I thought I was 
clear about it when I started training. Counselling Psychology is relatively young in 
Britain and the definitions have evolved over the years and in essence as trainees we 
have been evolving alongside. My struggle is representative of an identity change i.e. 
moving from ‘doing’ counselling psychology to ‘becoming’ a Counselling 
Psychologist, which is still ongoing. During my research assignment (see Literature 
Review in the Research Dossier) in my third year of training I came across
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Breakwell’s Identity Process theory (1986,1993), which provided me with a useful 
framework for making sense of this identity change. Identity Process Theory is an 
integrative social psychological framework for examining identity formation- 
reformation, threat and coping. At the start and at different points of my training I 
remember feeling ‘deskilled’ when faced with particular client difficulties of which I 
had little knowledge. This threatened my self-efficacy, which is one of the principles 
of identity as suggested by Breakwell (1986, 1993). Furthermore, my anxiety was 
compounded by knowing that according to the BPS Code of Conduct (BPS, 2000) a 
psychologist should not work with issues in which they are not adequately trained. In 
order to cope with this threat, in which coping can he understood in terms of 
amelioration of threats to the principles of identity (Breakwell, 1986, 1993), I made 
use of supervision and did additional reading and training where possible. I realised 
that as a practitioner I could not be specialised in every client difficulty but could 
strive towards developing and maintaining my professional competence (BPS, 2000). 
Furthermore, as a Counselling Psychologist the aim is not to be an ‘expert’ on clients 
and their issues, but on developing and maintaining a therapeutic relationship in order 
to facilitate change, and to be able to tailor therapeutic models and integrate research 
to meet the idiosyncratic needs of clients.
It was within the NHS that I experienced one of the biggest challenges to my 
developing identity. During my third-year placement of this course, which was in a 
Specialist Psychology service in tertiary care, I had to find a way to engage and 
negotiate with the medical model. Most referrals came from psychiatrists and 
Community Mental Health teams and therefore most clients had been given a 
diagnosis according to the DSMIV. Furthermore, I needed to engage with staff who 
used language that was ‘disease and disorder’ oriented. This posed a challenge to the 
principle o f ‘distinctiveness’ (Breakwell, 1986, 1993) in my developing identity as a 
Counselling Psychologist in which I struggled not to be seen as ‘inferior’. I managed 
to find a way to work within the medical model by assimilating components, 
especially the DSMIV, into my identity in terms of using it as a broad framework for 
understanding common themes in the difficulties clients present. This involved the 
following: ‘educating’ clients about their diagnosis when they had been given one, 
whilst respecting client’s subjective meaning making of their ‘symptoms’; addressing
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any feelings regarding possible stigma they may have and reformulation of the clients’ 
difficulties and tailoring therapy accordingly. Through this process of re-evaluation 
and subsequent assimilation I was able to reduce the threat to my identity, whilst 
holding on to the values of Counselling Psychology.
What added to my struggle was the experience of two bereavements within a year and 
a half of each other during my training followed by my pregnancy. During my second 
year of my training my brother died in his sleep at the age of 29. He had worked as a 
medical doctor and had been fighting a five year battle of heroin addiction. The last 
few months of his life he had conquered that battle through an intensive rehabilitation 
programme. However, he became ill with a serious flue due to self-neglect and 
working 36 hour shifts. His death came about through the combination of a weak heart 
from the damage of his addiction and his self-neglect. It was devastating for my 
mother, father and myself. It threw my world up side down and I experienced intense 
periods of grief, anger and emotional avoidance. It was during this period that 
personal therapy became invaluable to me and together with supervision I was able to 
grieve, assimilate and accommodate the experience into my identity and remain in the 
training. It is an ethical requirement for Counselling Psychologists experiencing 
difficult personal circumstances that may impact their work with clients to effectively 
use supervision and to obtain as much external personal support as possible (DoCP, 
2007). From my experience this requirement is indeed very important.
At the start of my fourth year in training my mother committed suicide. After the 
death of my brother, this was the most horrible shock I had ever felt. Since my 
brother’s death my mother had been struggling to work through her grief with the help 
of a therapist, but the use of tranquilisers worsened her grief and she decided to end 
her life. I took five weeks out from the training to fly to South Africa, where my 
mother lived, in order to take care of the funeral, deal with the estate and pack my 
mother’s belongings. Upon my return, I gradually returned to seeing clients under 
close supervision and utilised personal therapy to enable me to grieve. During this 
time, in addition to engaging with my qualitative research study on self-harm in young 
men (see Research Portfolio), I reflected on the meaning of suicide. This challenged 
many of my pre-existing beliefs regarding suicide which until then I had been
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unaware of, i.e. that it is ‘weak’ and ‘selfish’. I realised that these beliefs would not be 
helpful in working therapeutically with clients who are feeling suicidal and thus I had 
to assimilate and accommodate more helpful beliefs into my identity. Indeed, self 
awareness of both personal and interpersonal dynamics and relating these competently 
to the therapeutic context is integral in practicing as a Counselling Psychologist 
(DoCP, 2007).
To illustrate, shortly after my mother’s suicide I was referred a client who was on a 
secure psychiatric ward under section 3 of the Mental Health Act due to attempted 
suicide and self harm. This was at the Specialist Psychology Service mentioned 
previously whose main approach was Cognitive Behaviour Therapy (CBT) and 
Dialectic Behaviour Therapy (DBT).
Mr T was initially referred by the psychiatrist fo r  seven sessions o f structured CBT 
with anger management to help him manage his ‘impulsivity ’ and ‘destructive anger 
From our assessment it was apparent that Mr T had ‘core beliefs ’ (Beck, 1985, 1996) 
that were formed during childhood o f himself as worthless, unwanted, that his needs 
are not valid and that others are hurtful. These beliefs led to feelings o f depression, 
rejection and anger, which he coped with through suppressing his emotions, suicide 
attempts and self-harm. In turn, he struggled with accepting help due to the belief o f  
himself as a failure.
During the third session Mr T expressed a real struggle with an internal conflict 
between wanting to die and wanting to live. I fe lt it was important to address and 
validate Mr T ’s experience and try and set aside the structured anger component 
(Kassinove & Tafrate, 2002) despite pressures from the psychiatric team and the time 
limit. I  was aware that by persisting with ‘the agenda’ I  would paradoxically maintain 
his belief that his needs are not valid and his perception that the medical staff and I  
were against him. This approach o f ‘empathie attunement’ (Kohut, 1977), which 
originated from selfpsychology and is applied in psychodynamic therapy, enhanced 
his collaboration and strengthened the therapeutic relationship and we were able to 
explore his conflict.
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We also did a cost-benefît analysis o f living and dying, which is considered a helpful 
strategy in increasing motivation fo r  change based on Motivational Interviewing 
(Miller & Rollnick, 2002). Mr T expressed surprise about his realisation that he listed 
more benefits to living than dying. At the end o f the session he reported that he was 
more motivated to live and to engage actively with the therapy.
It dawned on me that I felt I had to he extra-sensitive to Mr T and I felt an 
overwhelming sense of responsibility towards him. In supervision I realised that it was 
my own countertransference from the suicide of my mother. I was able to address this 
in personal therapy and it enabled me to work towards balancing being empathically 
attuned to the client’s needs, as emphasised by Kohut (1977), facilitating the sharing 
of difficult experiences and enabling the exploration of alternative coping strategies 
thereby staying congruent with the client’s goals. Furthermore, Mr T’s suppression of 
his emotions by not crying resonated with me. Exploring its meaning for him enabled 
me to later cry about my mother. I realised that I had not really been allowing myself 
to cry for quite a while, as I thought I had grieved enough and had to be strong enough 
for the training as well as for my clients and would somehow collapse if  I cried. Thus, 
I had seen crying as a threat to my sense of self and my identity in terms of a threat to 
the principle of ‘continuity’ (Breakwell, 1986, 1993). However, in the spirit of CBT, 
this was clearly an ‘unhelpful assumption’ (Beck, 1985) and the crying allowed me to 
experience relief similar to what Mr T described he had experienced when he allowed 
himself to cry. This showed me that I would not collapse, thereby challenging this 
assumption. On the contrary it enabled me to connect more emotionally and be more 
attuned to my clients.
Another experience that posed a challenge to my identity was my pregnancy. About a 
month and a half after my mother’s funeral I found out I was pregnant, which both 
shocked me and delighted me. I felt life had been given back to me after it was taken 
away twice. It felt spiritual. Indeed, according to Thomas (2001), based on her 
exploration of women’s experiences, the transition to motherhood can be seen as a 
process of spiritual formation. On the other hand my pregnancy accentuated the loss 
of my mother as I realised that she would not be there to share my joy and hold her 
grandchild in her arms. Furthermore, I realised that my pregnancy, which was my
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first, was going to be another process of identity change; I was going to become a 
mother in addition to becoming a Counselling Psychologist.
During my pregnancy I became aware of maternal feelings starting to emerge and I 
felt more maternal towards clients and experienced a heightened sense of intuition. 
However, at the same time I felt a strong sensation of wanting to day-dream about and 
attend to my growing child. Through the use of supervision and by remaining aware 
of this conflict I was able to manage it and stay present with the clients. Winnicott 
(1958) termed this experience ‘maternal preoccupation’. Months before my pregnancy 
started to show I discussed with my supervisor as to how to disclose my pregnancy to 
clients. Paluszny and Poznanski (1971) found that some clients tend to feel a sense of 
abandonment, whereas others tend to have feelings of jealousy or sibling rivalry, 
depending on their past experiences. In supervision we discussed how to manage 
different responses and what the pregnancy might mean for the clients I was seeing. 
When the time came to disclose to my clients, most responded amicably. However for 
one client. Miss A, it triggered feelings of loss, even though she was pleased for me:
She felt that she would not be able to have a child because o f her agoraphobia and 
anxiety. She was very dependent on her husband and she would not go anywhere 
without him out offear o f having a panic attack. She was afraid that he would 
eventually get fed  up and would leave her and then no-one would want her. I  
responded empathically and connected her belief that she won 7 be able to have a 
child and her feelings o f loss with my pregnancy, which had re-activated feelings o f  
abandonment that she had experienced during childhood. Thus my pregnancy had 
activated an ‘unspoken conflict’, which we were able to address in the ensuing 
sessions and it also strengthened the therapeutic relationship.
Moving towards psychotherapy integration
Since the majority of the placements throughout my training were predominantly CBT 
oriented, I have largely adopted this way of working. However, from training in 
different theoretical models and practices, from literature and research as well as from 
my own research into self harm (see Research Dossier), I find that no single approach
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is suitable for all clients, problems and situations. Therefore, over the course of 
training, my cognitive behavioural approach has developed to include theories and 
effective interventions from the psychodynamic and humanistic approaches to therapy 
(as illustrated to some extent with Mr T above). In terms of Identity Process Theory 
(Breakwell, 1986, 1993), I have been able to evaluate, assimilate and accommodate 
these theories and interventions within my developing identity as a Counselling 
Psychologist. In terms of locating my stance towards integration I turn to the 
comprehensive review on outcome research on psychotherapy integration by 
Schottenhauer, Glass and Amkoff (2005). They identified four main methods of 
integration, in which I position myself between the ‘assimilative integration’ and the 
‘sequential and parallel-concurrent integration’ method. However, I would not 
identify myself at this stage as an established integrative practitioner with a specific 
integrative approach.
Furthermore, both from my own personal experience of therapy and research evidence 
I consider the therapeutic relationship as the central tenet to my therapeutic practice as 
necessary for facilitating change. In essence the set of core competencies of 
Counselling Psychology as described by the BPS, encourages Counselling 
Psychologists to develop and maintain a mutually trusting, collaborative therapeutic 
relationship with clients and to focus on their subjective lived experience and their 
process of ascribing meaning to this experience (Giovazolias, 2005). The therapeutic 
relationship describes the bond that develops between the client and therapist due to 
empathy, clarification, understanding and non-judgementalness from the therapist 
(Grant & Crawley, 2002). Empirical research has demonstrated that the therapeutic 
relationship is a powerful predictor of outcome, regardless of the therapeutic model 
tested (Horvath & Symonds, 1991; Orlinsky, Grawe & Parks, 1994; Martin, Garske & 
Davis, 2000). Different schools of psychotherapy have conceptualised and 
emphasised different aspects of the therapeutic relationship. For example, 
psychodynamic therapy emphasises what Clarkson (1994) refers to as the 
transference/ Countertransference relationship; humanistic therapy emphasises the 
person-to-person or I-You relationship, and CBT emphasises the collaborative 
relationship or ‘working alliance’.
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In my own practice as a developing Counselling Psychologist I endeavour to integrate 
all aspects of the therapeutic relationship. In terms of Identity Process Theory 
(Breakwell, 1986, 1993) I have assimilated and accommodated the therapeutic use of 
this concept within my identity. Furthermore, within my CBT-oriented approach I 
share the view that without a solid therapeutic relationship, it is unlikely that a client 
will stay in treatment, be sufficiently engaged to learn new skills, or share successes 
and failures in trying new approaches to old problems. Conversely, empathie delivery 
of skills training as a tool to help clients manage their lives more effectively may form 
the hasis of a strong therapeutic and collaborative relationship. Furthermore, the 
therapeutic relationship can he utilised to observe, explore and help modify 
maladaptive interpersonal schemata and behaviours by attending to thoughts and 
feelings the client has about the therapist and therapy and vice versa (Giovazolias, 
2004) and how this ‘transference’ stems from early and/or other relationships.
My psychodynamic placement during my third year (second year of practitioner 
doctorate) in a NHS primary care counselling service as well as integrative peer 
supervision enabled me to incorporate ‘depth-oriented’ work into the practice of CBT. 
Initially I struggled with the plethora of psychodynamic theories available and the 
time limit of the placement of eight sessions, which seemed in stark contrast to the 
generally long-term nature of psychodynamic therapy. Furthermore, I had difficulty 
‘bracketing’ my cognitive style of engaging and in the beginning this might have 
come across as ‘business-like’ whilst trying to ‘own’ and integrate different 
components of psychodynamic therapy into my developing identity.
Upon further engagement with the psychodynamic literature I discovered brief 
psychodynamic therapy, for example Book’s (1998) Core Conflictual Relationship 
Theme Method and Rockland’s (1989) supportive psychodynamic counselling model, 
which felt congruent with my more active and collaborative approach as a 
practitioner. In terms of Identity Process Theory (Breakwell, 1986, 1993) I was able to 
use the principle of continuity to assimilate this way of working into my identity. The 
concepts of transference-countertransference and the ‘corrective emotional 
experience’ (Alexander & French, 1946) demonstrated the importance of being aware 
of the dynamics in therapeutic relationship to aid therapeutic change (see Academic
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Dossier for in-depth exploration). Furthermore, working psychodynamically 
illustrated the importance of facilitating emotional processing in working through 
difficulties. This is consistent with recent research that has demonstrated the centrality 
of emotion in psychotherapy based on neuroscientific evidence (Magnavita, 2006)
The following illustrates this way o f working: Mrs K  was referred fo r  counselling to 
help her address main difficulties offeelings o f depression, social anxiety and 
proneness to excessive worry. Through collaboration we agreed on a formulation o f 
her core conflict. It seemed that Mrs K ’s difficulties were related to negative messages 
from her experiences in early childhood that she had internalised and her lifelong 
experience o f her parent’s control, disapproval and disappointment. To try and win 
her parent’s approval, and later her husband’s she had developed a pleasing façade, 
a false self’, (Winnicott 1965) constantly trying to adapt to their needs. This sacrifice 
o f her ‘real self’, led to anger and sadness which she feared would destroy 
relationships with people close to her, leaving her feeling alone and abandoned. 
Therefore she was in conflict about taking the risk o f being her ‘real s e lf  and not 
having to adapt to others ’ needs. Consequently her fear o f failure and abandonment 
was driving her anxiety to which she responded either with avoidance or trying to 
compensate fo r  her ‘inadequacies ’ e.g. by working extended hours.
In therapy we started to work through some o f the distress o f her childhood; to 
understand the negative messages that she had received from her parents and later 
her husband; to explore how these messages were affecting her life and to enable her 
to free herself from these messages and thereby rebuild a life which she would find  
satisfactory. During therapy Mrs K  reported feeling ‘safe and supported’ and ‘able to 
disagree with me ’. This was important progress as one o f her difficulties was that she 
fe lt others were always ‘right ’ and she was always ‘wrong ’. It further indicated a 
positive transference and a ‘corrective emotional experience ’.
At the end o f therapy she reported that she was allowing herself to work less as she 
realised it was making her ill but that her anxiety had returned. Through exploration 
it became clear that our ending had triggered feelings o f abandonment. I  invited Mrs 
K  to reflect on this interpretation and she said she fe lt sad and expressed a desire for
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more sessions to work through her core issue o f abandonment and seeing herself as 
inadequate. She was aware that I  was unable to offer further sessions as we had kept 
the amount o f sessions in mind from the start. I  shared that I  too fe lt sad that we had 
reached the end o f our contract, I  validated her feelings and at the same time 
emphasised her progress towards being her ‘real self.
In retrospect I felt that if there was no ‘artificial limit’ on the amount of sessions, 
further therapeutic change could have been facilitated. Furthermore, incorporating a 
cognitive and schema-focussed approach would have enabled the client to be able to 
challenge and modify her unhelpful ‘core belief (Beck, 1996) as ‘inadequate’ and her 
‘schema’ of abandonment (Young, 2003). However, to reiterate, working from a 
psychodynamic perspective did convince me of the value of addressing the underlying 
mechanisms involved in clients’ difficulties that also arise in the therapeutic 
relationship in terms of transference-countertransference and the importance of 
emotional processing.
After the completion of my psychodynamic placement I transferred to a specialist 
psychology services in tertiary care in my fourth year of training. During this 
placement I was exposed to specific models of CBT as applied to certain client issues, 
for example CBT for psychosis (e.g. Garety, Kuipers, Fowler et al., 2001), CBT for 
bipolar depression (e.g. Basco & Rush, 1996) and CBT for ‘personality disorders’
(e.g. Linehan, 1993; Padesky, 2005). Over the last thirty years theoretical and clinical 
research in cognitive behaviour therapy as applied to a variety of emotional and 
personality ‘disorders’ has flourished. Many of the clients referred to me were 
considered to have ‘severe and enduring mental health problems’ and working within 
these models proved to be very useful for them. However, despite pressures to apply 
these models in an almost ‘cookbook’ fashion to treat the ‘disorder’, I was able to 
avert the threat to my developing identity in terms of the principle of ‘distinctiveness’ 
(Breakwell, 1986, 1993) and to stay congruent with the humanistic values of 
Counselling Psychology. I was able to approach each client as an individual and to 
discard components of these models that were not useful as well as integrate theories 
and techniques according to the clients’ needs.
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For example Mr J, aged 29, was referred by the Community Mental Health Team for  
12 sessions o f CBT for ‘anxiety disorder with panic attacks A standard CBT 
approach fo r  anxiety and panic would have aimed to enable Mr J  to challenge his 
thinking that gave rise to his anxiety. However, this would have been 
counterproductive had I  not explored the meaning o f his anxiety and how this related 
to early experiences. It became apparent that Mr H  had developed a ‘mind script ’ 
which was an extensive repertoire o f ‘alternative thoughts ’ to challenge his ‘negative 
thinking ’ in order to cope with his anxiety. He described being very attached to his 
‘mind-script \ which he had since early childhood. However, recently it had become 
counter-productive, which led to the severe anxiety and panic attacks. Also his 
thoughts had escalated to include thoughts o f harm to himself and others with vivid 
images that caused him considerable distress. Despite this, he fe lt he could not stop 
his ‘mind-script ’. As the therapeutic relationship strengthened, through further 
exploration and by tending to Mr J ’s thoughts and feelings about the therapeutic 
relationship, it became, apparent that the anxiety was serving as a ‘defence ’ against 
feelings o f sadness, anger and rejection. These emotions reminded him o f early 
traumatic experiences that made him see himself as a failure and not-worthy o f love. 
Furthermore, he described having a fear o f all emotions in case they ‘trigger ’ 
negative memories, which had contributed to relationship difficulties with his wife.
Therapy was focussed on addressing his fear o f emotions and his unresolved 
traumatic experiences from childhood thereby facilitating emotional processing and 
thus integrating psychodynamic thinking and research (Magnavita, 2006). Fears in 
CBT are generally addressed with cognitive restructuring and exposure. With Mr J  
exposure was used in the form o f exploring early traumatic emotions and the use o f  
imagery. Furthermore, Mindfulness was used to encourage the tolerance o f emotions 
and thoughts. Mindfulness enables clients to detach from ruminative thinking styles 
and manage emotions more effectively without the need o f avoidance or the need to 
control them in unhelpful ways (/or an in-depth description o f the integration o f  
Mindfulness and CBT see Segal, Williams & Teasdale, 2002; and Wells, 2005). In 
addition, CBT-focussed elements included challenging and restructuring the client's 
core beliefs about his sense o f self and metacognitive beliefs (Wells, 2000) about his 
mind-script and self control. At the end o f the therapy Mr J  was still experiencing
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bouts o f anxiety, but he was able to work again. He understood the underlying reasons 
fo r this and that he would continue to work through his emotions and practice the 
techniques in order to be able to tolerate his emotions and establish a more positive 
sense o f self.
After the birth of my daughter I decided to take extended leave from therapeutic 
practice in order to adjust to motherhood as well as complete the final stages of my 
qualitative research study (see Research Dossier). When my daughter was 10 months 
old I commenced working in a Drug and Alcohol service to provide predominantly 
CBT-oriented brief therapy (maximum of 12 sessions) for clients that presented with 
‘dual diagnoses’. Despite this expectation I informed them that although I practiced 
mainly within a CBT approach, I have a holistic approach to clients’ difficulties and 
integrate theories, techniques and interventions from other approaches according to 
clients’ idiosyncratic needs and research evidence. This was welcomed with an open 
and warm attitude.
In the months prior to the commencement of this placement, whilst waiting for my 
CRB clearance, I struggled with a conflict between ‘being a mother’ and ‘being a 
Counselling Psychologist’. I had feelings of anxiety and nervousness about re­
engaging with therapeutic practice and how I would be with clients. Although I had 
still been engaging with my training in the academic sense, I felt much removed from 
my identity as a Counselling Psychologist whilst developing my identity as a mother. I 
struggled with thoughts of how I was going to integrate these two different roles of 
‘mother’ and ‘professional’ into my identity. These thoughts and feelings resulting 
from my ‘internal conflict’ therefore posed a threat to the identity principles of self- 
efficacy and self-esteem (Breakwell, 1986, 1993). It was at this point that personal 
therapy assumed an important role once again, which enabled me to address this 
conflict that was threatening my identity. I realised that apart from the anxiety and 
nervousness about returning to seeing clients after extended leave, I was struggling 
with feelings of guilt about being a ‘working mum’ and leaving my daughter. My 
therapist and I worked through these feelings and the beliefs I held about motherhood 
and work i.e. ‘by going to work I am abandoning my daughter and not being a good 
mother’. Furthermore, I turned to Mindfulness, a therapeutic intervention, (Wells,
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2005; Segal, Williams & Teasdale, 2002) that I had previously integrated into my 
therapeutic practice for certain client difficulties during my placement in the Specialist 
Psychology Service (as described above with Mr J). Together with personal therapy, 
mindfulness enabled me to remain with difficult emotional states, accepting them 
without judgement and coping with my ‘internal conflict’, thereby ameliorating the 
threat to my self-efficacy and self esteem i.e. the principles of identity (Breakwell, 
1986,1993).
By the time I started engaging with clients again I felt more confident and the anxiety 
and nervousness dissipated. What struck me was that I felt more resilient and mature, 
with a sense of inner calm and the ability to stay with clients’ difficult emotional 
experiences. Furthermore, for this placement I found an integrative supervisor to 
further develop my integrative approach towards therapeutic practice. This has helped 
me to take what I have learnt from motherhood and apply it to therapy by enhancing 
my ability to engage with ‘empathie attunement’ (Kohut, 1977), provide a ‘secure 
base’ (Bowlby, 1988), provide where needed ‘limited reparenting’ (Young, 2003) and 
thereby hopefully ‘corrective emotional experiences’ (Alexander & French, 1946). 
This further enabled me, in Breakwell’s terms (1986, 1993), to re-evaluate my role as 
both ‘mother’ and as ‘professional’ in a more positive light and consequently, through 
the process of accommodation, my identity changed to include both roles.
Furthermore, it enhanced my ability to work with clientkon the different levels that 
might play a role in their difficulties.
To illustrate I  will describe some o f the therapeutic work with Mr I  who I  have seen 
fo r six sessions at the time o f writing this paper. Mr I  had been struggling with social 
anxiety and problem drinking for many years prior to seeking therapeutic support. Mr 
I  described his difficulties as social isolation out o f fear o f judgment, ‘obsessive 
worrying' that caused sleep problems, preoccupation with physical symptoms and 
drinking in order to control his anxiety. Through the assessment it became clear that, 
in addition to addressing his obsessive worrying, fear o f judgment and self-focussed 
attention via a metacognitive approach (Wells, 2007) and exploring alternative 
coping mechanisms to drinking (Miller & Rollnick, 2002), a more schema-focussed 
approach (Young, 2003) would be necessary. This would enable Mr I  to make sense o f
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his perception o f the world and how his schemas were formed and maintained and 
would also be congruent with his goal o f ‘understanding why V
In exploring the developmental pathway o f his anxiety, Mr I  described his mother as 
cold, verbally and physically abusive and his father as absent. I fe lt a deep sense o f 
sadness and loneliness, but also an intense anger. I  shared these feelings with Mr I  
who became emotional and said that he has never been able to express these feelings 
and that he keeps his anger inside out o f fear o f ‘being vulnerable ’ and open to 
judgment. Thus we also agreed to explore and enable him to express his underlying 
feelings in a safe and containing therapeutic space i.e. he was able to engage in 
emotional processing.
Within this therapeutic relationship, which encompassed the ‘collaborative 
empiricism ’ o f CBT, we moved towards identifying how his schemas were being 
triggered in the relationship and I  provided ‘limited reparenting’. What struck me was 
that his ‘obsessive worrying ’ was centred on excessive self- criticism that seemed 
identical to how he described his mother’s responses towards him. Thus it seemed that 
he had internalised his mother’s ‘voice’, which contributed to his defectiveness 
schema. I  shared this interpretation in a way which I  fe lt to be inviting and empathie, 
but which Mr perceived me to be judging o f him. When we explored this, it was 
apparent that my intervention had felt to him as i f  ‘you were prodding me with a stick 
like my mother ’. This was a strong transference reaction in our relationship and i f  not 
worked through could cause a rupture to the alliance. I  became aware o f my 
countertransference feelings offeeling defensive and criticised, which gave me insight 
into how Mr I  might have been feeling. I  responded by first validating what he had 
said, to which he in turn physically relaxed and said he felt relieved fo r  saying it. We 
then explored how I  might also be different to his mother in order to work through the 
transference. This process is what Young (2003) referred to as ‘empathie 
confrontation ’. Upon reflection, Mr I  said he realised that I  was not his mother and 
that what I  had said had in fact triggered his defectiveness schema in which he thinks 
people are critical o f him the way he is about himself, therefore causing him anxiety.
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In terms o f ‘limited reparenting’, the therapeutic relationship was starting to help Mr 
I  to be more compassionate towards himself and to rebuild his self-esteem as well as 
to enable him to experience a nurturing, accepting, and non-judgmental relationship 
rather than the apparent cold and abusive relationship he had had with his mother. 
Thus the therapeutic relationship was providing a ‘corrective emotional experience ’
Furthermore, in our review in our fifth session as required by the placement, Mr I  
shared with me that he had greatly reduced his drinking, was less occupied with his 
physical symptoms, was able to limit his worrying and challenge his thoughts about 
what people were thinking o f him. However, he said that maybe he should continue on 
his own, that he felt ashamed that he wasn’t able to work through these issues on his 
own, and that I  probably have clients on the waiting list with more ‘pressing needs ’. 
Through exploration it became apparent that he feared that I  would reject him and 
also think that ‘he is not being man-enough ’ like his mother did. I  normalised the 
acceptance o f help and encouraged him to take ownership o f his need for further help. 
He was able to say that he feared that he would return to his previous level o f 
excessive drinking and that he wanted to address his social isolation. I  told him that I  
was more than happy to offer him the further six sessions and he responded that it felt 
genuine and that he would like to continue. In this way I  was providing a further 
‘corrective emotional experience ’.
This work with Mr I have reaffirmed my belief in the need to adopt a flexible and 
integrative approach towards therapy based on clients’ idiosyncratic needs, whilst also 
staying aware of the latest research and theoretical developments.
Conclusion
This paper has attempted to orient the reader to my identity development as a 
Counselling Psychologist and the factors that influenced my development towards an 
integrative approach to therapeutic practice. I believe that my training as well as the 
deaths of my brother and mother and my transition to motherhood has provided me 
with invaluable experience in both the clinical sense and in the ‘therapeutic use of 
self (Wosket, 1999). Furthermore, at this stage I do not see myself as an established
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integrative practitioner and therefore ‘marrying’ myself with a certain integrative 
approach. Rather cognitive behavioural therapy provides me, at this stage in my 
development, with a flexible framework for incorporating effective novel 
conceptualisations and interventions from different therapeutic models to meet the 
individual needs of the client. Due to space limitations I have not been able to address 
other important areas such as multicultural issues that may impact on therapeutic 
practice, but I hope that I have been able to demonstrate some of the skills I have 
acquired in my development as a Counselling Psychologist.
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Introduction to Research Dossier^
This dossier contains two pieces of research that explores the role of masculinity and 
male identity in self-harm among young men. The literature review sets the scene by 
exploring the gendered nature of existing research in self-harm, postulating a possible 
link between masculinity, male identity and self-harm and identifying the need for 
further research and tailoring effective therapeutic interventions for this client group. 
The qualitative study demonstrates and interpretative phenomenological analysis of 
therapists’ experiences and perceptions of working with young men with the aim of 
further raising the awareness of self-harm in young men and contributing to the 
development of effective therapeutic interventions.
 ^Please note that the referencing style and line spacing recommended by Social 
Science & Medicine and Clinical Psychology & Psychotherapy was changed for the 
purpose of preserving the consistency of the Portfolio
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Male Identity and Self Harm in Male Yonth
Abstract
In the UK self harm is a phenomenon that occurs more frequently among the 
age group of 15-24 year olds than any other age groups. It is a multi-faceted 
and complex phenomenon that poses a difficult challenge for service 
providers. Therapeutic approaches have generated varied results, with 
Dialectic Behaviour Therapy and Problem Solving Therapy showing 
significant reductions in repetition rates. The rates and repetition of self harm 
in male youth have increased substantially over the last twenty years 
challenging the myth of self harm as a female ‘condition’. As a result of this 
myth there is a paucity of literature addressing self harm in males. A struggle 
with ‘hegemonic masculinity’ could account for the development of self harm 
in males by posing a threat to the developing identity. The assimilation of self 
harm into the developing identity could account for the repetition rates. Future 
research is required to establish and investigate the connection between self 
harm, masculinity and identity. The field of counselling psychology and 
psychotherapy is in a position to face the challenge of the implications that this 
connection might pose.
Key words: self harm, therapeutic approaches, male youth, hegemonic 
masculinity, identity
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Introduction
The literature on self-harm is extensive and located largely within medicine, 
psychology and women’s studies. However due to the complexity of the phenomenon, 
understanding is far from complete, and new studies are continuously being generated 
to advance the knowledge base and improve therapeutic interventions. Throughout the 
literature different terms have been used for describing this phenomenon such as self- 
mutilation, self-injurious behaviour, parasuicide, attempted suicide and deliberate self- 
harm. It is a common phenomenon in adolescence and prevalence and repetition rates 
are higher than in any other age group in the United Kingdom (Hawton, Fagg, Simkin, 
Bale & Bond, 1997, 2000; Hawton, Zahl & Weatherall, 2003). The high repetition rate 
in this group poses several reasons for concern i.e. it reflects the persistence or 
recurrence of psychosocial problems, the considerable demands it places on clinical 
services and the association with suicide (Hawton et al., 2003). Furthermore, 
prevalence rates have consistently demonstrated a gender difference in self harm with 
more females engaging in self harm than males. One implication of this gender 
difference is that research on and services for self-harm are mostly aimed at females, 
resulting in self-harm being conceptualised as a female ‘condition’, thereby neglecting 
the experiences of males who self-harm. Recent research has attempted to address this 
gap in terms of a gender bias in conceptualisation and psychodiagnosis and the 
implications of masculinity (e.g. Bowen & John, 2001; Taylor 2003) but many 
questions still remain. Furthermore, rates and repetition of self-harm in male youth 
have increased substantially over the past twenty years. Therefore, counselling 
psychologists and psychotherapists are likely to come across male youth who self- 
harm and, in order to plan effective interventions, further research and theorising are 
necessary. This review will present a synthesis of the literature on self-harm in the 
context of adolescence and young adulthood. It will explore the gendered construction 
of self-harm and suggest a framework for positioning the development of self-harm in 
male youth within the context of masculinity and male identity. Finally, it will explore 
a possible theoretical explanation for the repetition of self-harm among youth in 
general.
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Overview of self-harm
Self-harm is a complex phenomenon encompassing a broad range of behaviour and 
can be defined as any behaviour that causes psychological or physical harm to oneself 
without the intent of suicide (McAllister, 2003). However, self-harm can result in 
suicide by accident and longitudinal research has shown that self-harm is a risk factor 
for suicide (e.g., Hawton et al.., 2003). It involves behaviours such as self-poisoning, 
cutting, burning and scalding of which self-poisoning is more common in 
presentations to hospitals (Hawton et al., 2004). Furthermore, self-harm can occur as a 
symptom of mental disorders such as Bipolar Personality Disorder or as a separate 
entity as most people who self-harm do not suffer from a psychiatric illness 
(McAllister, 2003).
Self-harm is a common phenomenon in the age group of 15-24 year olds and research 
has shown that prevalence rates are higher than in any other age group in the United 
Kingdom (Hawton et al.., 1997, 2003), with an estimated 25 000 presentations to 
hospitals annually (Hawton et al.., 2000). However, the occurrence of self-harm in 
adolescence and young adulthood might be underrepresented as many do not present 
to hospitals due to the associated stigma of the behaviour. In a community-based 
study of self-harm in adolescence, Hawton et al.. (2002) conducted a self report 
survey with 15 and 16 year old adolescents in 41 schools across England. 6020 pupils 
participated in the survey of which 398 (6.9 %) reported an act of self-harm in the 
previous year of which only 12.6% of episodes resulted in presentation to hospital. In 
addition, repetition rates are high among young people; a study by Hawton et al.. 
(2003) found that 14.6% of young people who self-harmed were likely to make further 
attempts within a year of presentation. The repetitive nature of self-harm has been 
explained in terms of displaying addictive characteristics and a study by Nixon, 
Cloutier and Aggarwal (2002) confirmed this in terms of its success at affect 
regulation, daily urges to engage in self-harm, increasing severity or frequency and 
recognition of being unable or unwilling to stop the behaviour despite it being 
upsetting.
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The research literature on the motivations for engaging in self-harm is vast and ranges 
from feeling anger towards self and others, relieving pain, anger and tension, or 
gaining a sense of control over one’s body (e.g., Connors, 1996, 2000; Favazza, 1986, 
1989, 1996; Favazza & Rosenthal, 1993; Gratz, Conrad & Roemer, 2002; Miller, 
1994; Osuch, Noll & Putnam, 1999; Solomon & Farrand, 1996; Suyemoto, 1998). In 
summary, self-harm can be seen as a type of coping mechanism to provide temporary 
and rapid relief from psychological distress. Risk factors associated with self-harm 
have been identified to include insecure attachment, childhood separation, emotional 
neglect, sexual abuse, and dissociation (Gratz et al. 2002). A recent study by Warm, 
Murray and Fox (2003) examined the accuracy of perceptions about the nature and 
causes of self-harm presented in the psychiatric and psychological literature with a 
sample of young people who self harm. They recruited participants from internet 
discussion groups on self-harm and 243 young people answered an internet-based 
questionnaire including ten myths and ten accurate statements. The reason for 
conducting an internet-based study was to gain access to young people who self harm 
who might be reluctant to engage in research and to gain access to young people who 
do not normally present to A & E departments. Warm et al. (2003) found that the 
views of the majority of the respondents were similar in terms of the inaccuracy or 
accuracy of perceptions of self-harm in the existing literature. For example the 
majority agreed with the perceptions of self-harm as a coping strategy, a way of 
staying in control, a release of anger, and a way of expressing emotional pain.
Therapy for self-harm usually focuses on helping clients to tolerate intense emotions, 
to express feelings and needs adequately, to address the reasons underlying self-harm 
and to learn alternative coping mechanisms (e.g., Rosen, 1985). Various treatment 
approaches have been utilised for self-harm with varying degrees of Success in 
reducing the repetition rates and overall are quite disappointing. Hawton, Arensman, 
Townsend, Bremner, Feldman & Goldney (1998) reviewed the efficacy of 
psychosocial and pharmacological treatments for the prevention of repetition in self- 
harm and identified 20 randomised controlled trials conducted between 1973 and 
1997, which they classified into 10 categories. They compared problem-solving 
therapy, intensive education and outreach, a special emergency room card getting the 
patient faster treatment in the ER, and dialectical behaviour therapy (a cognitive
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behavioural approach initially designed for Borderline Personality Disorder) to 
standard aftercare. They also compared inpatient behaviour therapy to inpatient 
insight oriented therapy; follow up by the initial treating therapist to follow up by a 
different therapist; flupenthixol to placebo; antidepressants to placebo; and long-term 
therapy to short-term therapy.
Only the dialectic behavioural therapy trial showed a significantly lower rate of 
repetition of self-harm during follow-up, but Hawton et al.. (1998) criticised the study 
for being restricted to a subgroup of patients which was smaller than in the original 
trial. The problem solving studies showed a distinct reduction in self-harm among 
those who received problem-solving therapy, but the results of combined studies did 
not reach statistical significance. Hawton et al.. (1998) concluded that the review 
indicated that the evidence was insufficient for making recommendations as to which 
treatments were most effective for the treatment of self-harm. Furthermore, Hawton et 
al.. (1998) criticised the studies for their small sample sizes, a lack of a consistent 
definition and measurement for the repetition of self-harm and that only one trial 
focussed on adolescents.
Since Hawton et ak.’s (1998) review, more efficacy studies have been conducted on 
interventions for self-harm specifically aimed at adolescents. Bums, Dudley, Hazell & 
Patton (2005) reviewed the effectiveness of clinical interventions aimed at reducing 
the repetition of deliberate self-harm in adolescence and young adults. They identified 
three random control studies, four clinical control trials and three quasi-experimental 
historical controls and were comprised of problem solving therapy, intensive 
intervention plus outreach, an emergency green card, family therapy and group 
therapy. The group therapy, trialled in a random control trial, used techniques from a 
variety of therapeutic approaches including cognitive behavioural therapy, dialectic 
behavioural therapy and problem solving, and was the only treatment that 
demonstrated significantly reduced repetition rates of self-harm. Furthermore, there 
was no significant improvement in attendance regardless of the intervention used. 
Bums et al. (2005) criticised the studies based on methodological limitations including 
low participation rates, problems with randomisation, and definitions of repetition and 
brief follow-up intervals which could inflate the effectiveness of the treatment by
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missing subsequent incidents of self-harm. In conclusion given the prevalence and 
repetition rates of self-harm among young people there is a need for further good 
quality treatment studies aimed at reducing the repetition rates of self-harm (Bums et 
al., 2005).
Other studies have included both adolescents and adults in evaluating the 
effectiveness of therapeutic approaches. Tyer, Thompson and Schmidt (2003) 
conducted a large scale randomised trial of manual-assisted cognitive behaviour 
therapy, which is a form of brief cognitive therapy (MACT) for self-harm. 480 
patients participated in the study distributed between the MACT and treatment as 
usual for deliberate self-harm (TAU). Patients in the MACT group were provided with 
a booklet and offered seven sessions of CBT from a therapist in the first three months, 
of which 60% utilised both options. At 12 month follow up the proportion of patients 
repeating self-harm showed no significant difference between the MACT and TAU 
groups. This demonstrated that brief cognitive therapy has very limited efficacy in 
reducing the repetition of self-harm in both adolescents and adults.
Gender and self-harm
Research on self-harm has focussed primarily on females, largely due to the higher 
prevalence rates in females than in males, based on presentation rates to hospitals. A 
study by Hawton et al.. (2003) analysing data on adolescents aged 12-18 years 
presenting to a general hospital in Oxford between 1990 and 2000, found that 
consistently more females than males presented with self-harm. Nadkami, Parkin, 
Dogra, Stretch and Evans (2000), in a study of children and adolescents presenting to 
accident and emergency departments with self-harm, found that girls outnumbered 
boys 4:1. A consequence of research on self-harm focussing more on females has been 
that self-harm has become gendered and is seen as a female condition. Indeed 
according to Favazza and Conterio (1989) the typical repetitive self-harmer is a 28- 
year-old female Caucasian who started self harming in her early teens in which skin 
cutting was the usual method and has self harmed on at least 50 occasions.
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Clarke and Whittaker (1998) summarised possible explanations for this gender 
difference in terms of the different demands that adolescents face in terms of their 
gender: females may be less likely to convert feelings of anger into aggression against 
others as typically seen in males; females taking advantage of stereotypes of 
femininity as weak and ineffective and thereby ‘act pathetically’; and a perceived 
inability to conform to conflicting social messages in terms of changing female roles 
which can lead to panic and self-harm. Furthermore, specific models addressing self- 
harm in females (e.g. Gratz, 2005; Muehlenkamp, Swanson & Brausch 2005) have 
been developed and to date no models addressing self-harm in males have been 
developed. For example Muehlenkamp et al.. (2005) tested a model of risk for self- 
harm in college women based on objectification theory. This theory proposes that 
Societal objectification of women’s bodies causes women to have an outsider’s view 
thereby objectifying and evaluating themselves. Adopting a self-objectified view can 
lead to a negative view of the body and can facilitate self-harm through a decline in 
emotional investment in caring for the body.
According to Muehlenkamp et al.’s (2005) model, self-harm is seen as a self inflicted 
replication of the relational and cultural objectification that women experience. More 
specifically, self-objectification is seen to contribute to a negative regard of the body 
and symptoms of depression, which leads to risk-taking behaviours and subsequently 
a participation in self-harm. To test this hypothesis, Muehlenkamp et al. (2005) 
recruited 391 female undergraduate students to complete a batch of questionnaires.
The results showed that the paths of self-objectification to negative body regard, 
negative body regard to depression and depression to self-harm was significant. 
However, the path from risk taking to self-harm was not significant. Therefore, the 
negative effects of negative body regard and symptoms of depression, which results 
fi"om adopting a self-objectified view, increase the risk for self-harm among women. 
Despite methodological limitations in terms of generalisability to ethnically diverse, 
adolescent and clinical samples of women, Muehlenkamp et al. (2005) concluded that 
self-objectification plays an important initiatory role in increasing the risk for self- 
harm and that it could help explain the ‘dominance’ of females who self harm in the 
existing research. However, to test the validity of this statement, Muehlenkamp et al.’s 
(2005) model would need to be assessed in a study of self-harming males.
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Another female-specific model was developed by Gratz (2005) which is a model of 
risk for self-harm among females. It examines the complex etiology of self-harm in 
terms of the role of individual and environmental factors for self-harm as well as their 
interaction. More specifically, the model hypothesised that childhood maltreatment, 
emotional inexpressivity (being unable or unwilling to express thoughts, feelings, and 
other internal experiences verbally), and affect intensity/reactivity (the tendency to 
have extreme reactions/high sensitivity to emotional stimuli) would in combination 
increase the risk of self-harm. A further aim of the model is to distinguish between 
women with and without a history of self-harm. To test the model, Gratz (2005) 
recruited 479 undergraduate female university students to participate in the study of 
which 373 completed a packet of questionnaires. The results support the hypotheses 
and the model was able to distinguish reliably between females with and without a 
history of self-harm.
More specifically Gratz (2005) concluded that, although the study had methodological 
limitations including generalisability to clinical or ethnic diverse populations and 
reliance on self report measures, the findings suggest that individual difference 
factors, especially emotional inexpressivity, plays a significant role in the maintenance 
of self-harm. This in turn suggests that self-harm functions as a way for women to 
express emotions which they are unable to do in other ways. However, Gratz (2005) 
proposed that future research is necessary to examine the specific nature of emotional 
expression most relevant to self-harm as well as the underlying mechanisms e.g. 
emotional dysregulation. Furthermore, despite Gratz’s (2005) citation of literature of 
gender differences in both emotional inexpressivity (Buck, Savin, Miller & Caul,
1972; Kring & Gordon, 1998; Kring, Smith, & Neale, 1994; Manstead, 1992) and 
affect intensity/reactivity (Flett & Hewitt, 1995; Fujita, Diener, & Sandvik, 1991; 
Larsen & Diener, 1987; Weinfurt, Bryant, & Yamold, 1994) as a reason for only 
including females in her study, future research would need to assess whether 
emotional inexpressivity is associated with self-harm in males.
In conclusion the construction of self-harm as a female condition has led to the neglect 
of the experiences of males who self-harm, especially male youth. In addition to
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research focussing primarily on females, services have been developed aimed at 
females who self harm e.g. Bristol Crisis Centre for Women, which, although helpful 
for females, serves to maintain the gendered construction of self-harm. In recent years, 
there has been some research -  albeit limited -  attempting to address this gender gap, 
which examined gender differences in self-harm in which gender role socialisation 
and male perspectives on self-harm were explored (e.g., Bowen, 2001; Bowen &
John, 2001; Taylor, 2003).
Narrowing the gender gap: existing studies
Bowen and John (2001) examined the literature on the presentation and 
conceptualisation of self-harm (or self injurious behaviour) among adolescents and 
identified a gender bias in research methodology, psychodiagnosis and treatment 
decisions. However, they did not find any gender specific therapeutic approaches. 
Bowen and John (2001) argued that self harm might be expressed differently across 
the sexes (e.g. self-destructive risk taking in boys) in terms of ‘gender role 
socialisation’ in which boys and girls are socialised differently according to 
expectations of acceptable and unacceptable coping mechanisms for each gender. 
Furthermore, Bowen and John (2001) argued that the rigid split apparent in the 
clinical literature between women engaging primarily in internalising disorders, in 
which the hostility and pain is turned inwards, and men engaging primarily in the 
externalising disorders, which involve destructive behaviour that is external, is 
contradictory. They posited that self-harm contains both internalising elements in the 
form of self-punishment, and externalising elements in terms of aggression and its 
social unacceptability. Furthermore, Bowen and John (2001) suggested that future 
research should broaden definitions of self-harm to include differences in expression 
across the sexes, i.e. such as aggressive self-destructive acts which are often labelled 
delinquency in adolescent boys. This would then serve to address the gender bias. 
Although Bowen and John (2001) made links between masculinity and suicide, in 
which self-harm is conceptualised as feminine and failure of a suicide attempt is seen 
as not masculine, she does not address the possible link between the construct of 
masculinity and self-harm for males who engage in self-harm without intent of 
suicide.
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In a later study Bowen (2001) examined the perceptions of gender differences in the 
presentation of self-harm among adolescents. She interviewed eleven females and 
five males at a specialist psychiatric adolescent unit and found that many described 
feeling pressurised by society’s expectations of ‘normative’ behaviour and gender 
roles. Male self-harm was kept secret due to the societal expectation for men to keep 
emotions and pain to themselves, whereas female self-harm is seen as a ‘permissible 
expression’ of the inner experience of pain. These differences could account for the 
higher presentation of females to health services. Bowen (2001), however, did not 
exclude suicidal intent when recruiting her sample and therefore the males might have 
had suicidal intent. Although Bowen (2001) addresses perceptions of gender role 
socialisation, the role of masculinity and male identity in the development of self- 
harm was not explored.
A recent study in which the possible link between self-harm and masculinity is 
mentioned is in a small exploratory study by Taylor (2003) on the perspectives of men 
who self-harm. He conducted semi-structured interviews with five white men in the 
18-40 years age range, whom he recruited from a mental health drop-in centre and a 
deliberate self-harm team (DST). The men attributed their self-harm to a distraction 
from emotional pain; an explosion of feelings; a relief from frustration; self-pity, self- 
loathing, self-hatred and anger; and punishment to the self. Taylor (2003) concluded 
that these men used self-harm as a coping mechanism to deal with their feelings, 
certain negative experiences and as a way to communicate matters which they were 
unable to express verbally. In a further analysis Taylor (2003) presented the 
possibility of a connection between masculinity and self-harm in terms of a conflict 
between the message that to be masculine means to be strong, not to show feelings 
and be able to cope, and the reality that men experience feelings of emptiness, rage 
and impotence. Although Taylor (2003) did not ask his participants directly about the 
role masculinity plays, three of the men, in discussing their self-harm had received 
this message about the societal expectations of masculinity. If Taylor (2003) had 
enquired directly about the role of masculinity then it would be expected that all the 
men would have said that they received these culturally pervasive societal messages.
In conclusion, Taylor (2003) postulated that men may turn to self-harm to express
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their underlying emotions as well as a way to manage their feelings, thereby adhering 
to masculinity in terms of controlling emotion. This can be further complicated by the 
experience of shame regarding the self-harm, because of the ‘false’ conceptualisation 
of self-harm as being essentially a female behaviour (Taylor, 2003).
This study provides some valuable insight into the motives of men who self harm and 
in comparison with women who self harm the similarities lie in self-harm being 
conceptualised by both sexes as a coping mechanism for psychological distress. 
However, the study is limited in that it cannot be generalised to other men and male 
youth due to the small sample size. Furthermore, in terms of the analysis of 
masculinity, Taylor (2003) does not locate his argument within the theoretical and 
empirical literature pertaining to masculinity and male identity. However it does ‘sow 
the seeds’ of contemplating the position of masculinity within self-harm in males.
There is a need to address self-harm in male youth, firstly because of the high 
incidence and repetition rates among young people (Hawton et al., 1997, 2000, 2003). 
Secondly, the rates and repetition of self-harm in males, especially self-cutting, have 
increased substantially over the last twenty years. A study by Hawton et al. (1997) 
examined data collected on self-harm by the Oxford Monitoring System for 
Attempted Suicide between 1985 and 1995. They identified a 62.1% increase of self- 
harm in males in comparison to a 42.2 % increase in females, of which the largest 
increase was in 15-24 year old males ( +194.1%). In a further analysis of this data 
from the Oxford Monitoring System for Attempted Suicide but including data from 
1976-1998, Hawton, Harris, Simkin, Bale and Bond (2004) found that proportionately 
more males presented with self-cutting than females and had lower suicidal intent, 
more alcohol misuse and previous self-harm. Hawton et al. (2004) concluded that this 
finding disconfirms the impression that the majority of cutters presenting to hospital 
are female, although more females present with self poisoning.
A further study that challenges the gendered construction of self-harm is a study by 
O’ Loughlin and Sherwood (2005). They examined data on patients who after having 
engaged in an act of self-harm presented to an A & E department at Kidderminster 
General Hospital and were assessed by the Parasuicide Counselling group between the
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years 1981 and 2000. They found that although rates of self-harm were higher in 
females than in males, in the second half of the 1990s this difference narrowed. 
Furthermore, rates of self-harm increased in males aged 45-54 but the highest rates of 
self-harm were in males aged 15-24. Males were also found to have used cutting and 
other methods of self-harm more than in females even though self poisoning was the 
most common method of self-harm in both genders. Finally, there was a significant 
increase in repetition rates in both genders.
In conclusion, it is clear that self-harm occurs and is increasing in men, especially in 
young men thereby challenging the gendered construction of self-harm. Further 
research is required to investigate the factors that contribute to the development and 
maintenance of self-harm in young men and the following sections provide a critical 
engagement with the role of male identity, masculinity and overall identity 
development in self harming young men.
The construction of male identity
Male identity is situated within gender identity and a contemporary definition of 
gender identity refers to the construction and acceptance of the self as male or female 
(masculine or feminine) (Bukatko & Daehler, 2003). Gorski (1998) reviewed three 
approaches to male identity, each of which differs in its assumptions about how male 
identity is formed, maintained and changed: psychoanalysis, role theory and the social 
relations perspective. Gorski (1998) concluded that these approaches have all been 
criticised for either not taking social and cultural influences into account or failing to 
fully recognise social rights, power and social inequality. Over time, perspectives of 
male identity formed in response, which emphasise the social and cultural 
construction of the meaning of masculinity and associated gender role norms (Brod, 
1987; Kimmel, 1987; Kimmel & Messner, 1989, 1992). The current dominant 
theoretical perspective on men and masculinity is that there is not a single masculinity 
but multiple competing masculinities which are continuously being constructed and 
contested (Connell, 1995, 2005; Kimmel & Messner, 1992; Segal, 1990).
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Connell (1995) developed a framework for gender relations and especially for the 
configuration of practices in the changing relationships between multiple 
masculinities. In this framework the concept of ‘hegemonic masculinity’ is central and 
is seen as the current, dominant masculinity within a society to which femininities and 
other masculinities are subordinated or marginalised, such as gay or effeminate 
masculinities, by being deprived of masculine status. Therefore, hegemonic 
masculinity represents a ‘strategy’ through which authority, power and dominance are 
achieved both over women and between men and usually aligns itself with 
‘traditional’ masculine behaviour such as emotional control. Connell (1995) states that 
few men fully practise hegemonic masculinity but the majority benefit from it in terms 
of the ‘patriarchal dividend’, which is the advantage that the overall subordination of 
women provides men in general. In addition gay men also benefit from patriarchal 
social structures and institutions. Hegemonic masculinity is considered the ‘cultural’ 
ideal, a set of social norms, and is institutionalised in schools, peer groups, 
workplaces, the media, military, governments and sporting organisations. Thus, 
engagement with hegemonic masculinity is ‘always there’ regulating men’s conduct to 
a certain extent, although being contested by feminism (Connell, 1995).
Connell’s (1995) concept of hegemonic masculinity has been the subject of much 
debate and critique (see Wetherell & Edley, 1999 and Demetriou, 2001 for in-depth 
critical engagements with the concept). For example, Wetherell and Edley (1999) 
criticised the concept for not adequately accounting for the social psychological 
processes involved in identifying with hegemonic masculinity. They do however 
accept what they term the notion of ‘hegemonic forms of intelligibility’, which is “the 
notion that men’s conduct is regulated by shared forms of sense making which are 
consensual although contested, maintain male privilege, which are largely taken for 
granted, and which are highly invested” (Wetherell & Edley, 1999, p 29).
Furthermore, they conducted qualitative research investigating men’s identities and 
the strategies men adopt for describing themselves in relation to the ‘social position of 
being a man’. Based on their research, in contrast to the assumption that hegemonic 
masculinity pertains to only one set of ‘ruling ideas’, Wetherell and Edley (1999) 
posited that the forms of intelligibility constituting the hegemonic in a particular 
social place and time are varied, multiple and complex.
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Furthermore, in western societies, the social constructs of masculinity are slowly 
changing as gender roles evolve in response to macro-social changes in which the 
male hierarchy is changing. However, certain aspects of ‘traditional’ hegemonic 
masculinity are still expected of males by society such as dominance, self-reliance, 
need for achievement, competition, avoidance of feminine qualities, control, power, 
homophobia and restrictive emotional expression (Forbes, 2003; Welch, 1993). These 
aspects are impinged on by factors such as social class, ethnicity, employment and 
education because masculinities are constructed within a given context in relation to 
cultural, social and institutional patterns of power (Skelton, 2001).
The effect of struggling to meet societal expectations of masculine behaviour results 
partly in an increased vulnerability to harm among men, especially male youth. A 
recent study by Watts and Borders (2005) interviewed groups of adolescent males and 
found that this age group experienced strong societal messages to avoid feeling 
emotions due to a fear of being seen as effeminate; to avoid expression of feelings and 
affection towards other males due to a fear of homophobia; and a strong need for 
dominance and achievement. Watts and Borders (2005) concluded that the boys’ 
endorsement of these messages reflects the strength of these Western cultural 
dynamics.
Forbes (2003) argued that what contributes to this vulnerability among males is three­
fold; firstly, influential institutions such as governments and the media favour the 
masculine qualities such as aggression as a problem solving mechanism. Secondly, 
male youth often grow up without adequate emotional and conceptual tools for 
distancing themselves from the dominant masculinity and enabling awareness of their 
own development. Thirdly, schools contribute to gender and masculinity construction 
in an inchoate and unreflective way. Indeed, many male adolescents today struggle 
with difficulties such as drug offences, serious assaults, expulsions from school, 
depression, alienation and increased suicides (Fletcher, 1995; Home & Kiselica,
1999). Furthermore, in a study by Smith, Buzi and Weinman, (2001), male 
adolescents attending a teen health clinic were screened for mental health problems 
and symptoms and were found to experience significant problems such as relationship
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problems, problems with time and money, symptoms of anger, depression and 
aggression as well as feelings of nervousness, aggressiveness and scared feelings.
Masculinity, self-harm and identity
Despite the critique of hegemonic masculinity, this approach to masculinity provides a 
useful framework for addressing the possible link between masculinity and the 
development of self harm in males without the intent of suicide. Furthermore, within 
the larger framework of critical realism (Bhaskar, 1978) it is hypothesised that 
through a perceived inability to live up to the expectations of the current hegemonic 
masculinity within a given social context and/or due to the subordination and 
marginalisation of alternative masculinities, male youth can feel inadequate in relation 
to their gender identity. This can cause anger and frustration, in addition to other 
sources of psychological distress. In combination with the inability to express the 
distress in constructive ways (due to the societal expectation of emotional 
inexpressiveness), it can result in the development of self-harm, in which, for 
example, anger or aggression is turned against the ‘self. A study by Vermeiren, 
Schwab-Stone, Ruchkin, King, Van Heeringen and Deboutte (2003) investigating 
suicidal behaviour and violence in male adolescents in a community school sample, 
found an association between aggression and suicidal behaviour and/or self harm. This 
study can be criticised for not being applicable to clinical populations. However, 
previous studies with clinical populations have demonstrated an association between 
aggression and self harm. Maiuro, O’Sulllivan, Micheal and Vitaliano (1989) 
examined anger, hostility and depression in assaultive and suicide-attempting males in 
a psychiatric unit and found high levels in both groups. Anger was found to contribute 
independently to the affective configuration in both groups. Furthermore, suicide- 
attempting males displayed higher levels of intropunitive or self-directed affect. In a 
more recent study, Stein, After, Ratzoni, Har-Even, & Avidan (1998) examined the 
association between multiple suicide attempts and negative affect in hospitalised 
adolescents in comparison to non-suicide attempting psychiatric inpatients and 
community controls. They found a significant association between aggression and 
suicidal behaviour with a trend towards increased aggression as attempts increase.
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These studies demonstrate the theoretical explanation of self-harm (or suicidal 
behaviour) as anger directed against the ‘self in males.
In addition, the feelings of inadequacy resulting from the struggle with hegemonic 
masculinity can pose a threat to the male youth’s personal identity, which is at a 
vulnerable and complex stage of development due to the standard demands of 
adolescence (Howard, 1996; Mahoney, 1991). More specifically, according to 
Erikson’s (1959, 1963) psycho-social model of development, identity is solidified 
during the fifth stage of identity versus identity confusion through the process of 
exploration of multiple selves, which typically takes place during adolescence. This 
model has eight stages each marked by a crisis (developmental issue) resolution and 
succession to the next stage is dependent on this crisis resolution being successful. A 
crisis is seen as period of increased vulnerability and heightened potential. Failure to 
resolve the crisis successfully during a stage can result in maladaptive responses in 
later life. In order for the formation of identity to be complete the crisis pertaining to 
the identity domain needs to be resolved successfully. According to Erikson (1959, 
1963), identity can be defined as a process of change and increasing differentiation, 
signifying the transition from childhood to adulthood. Furthermore, if  an individual is 
unable to resolve the crisis in identity development, identity confusion will occur, 
representing doubt in one’s identity and leading to possible psychotic episodes 
(Erikson, 1959,1963,1968).
Marcia (1966) expanded Erikson’s (1959, 1963) stage of identity formation with the 
creation of four identity statuses based on the exploration of alternative identities and 
commitment to an identity and ideological concepts such as occupation, religion, and 
politics. These domains of identity were later expanded to include interpersonal 
concepts such as race and ethnicity (Helms, 1990) and gender (Josselson, 1987). The 
four identity statuses are: diffusion, foreclosure, moratorium and achievement. 
Diffusion represents the least sophisticated level of development with a lack of crisis, 
exploration and commitment. Foreclosure represents a commitment but without a 
crisis and the exploration of alternatives. Moratorium represents an active exploration 
of alternative identities, a struggle with a crisis and unclear commitments.
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Achievement represents successful crisis resolution with commitment to an identity 
and the idealogical and interpersonal domains of identity.
In terms of locating the self harming male youth within Erikson’s (1959, 1963, 1968) 
model, the feelings of frustration and anger that he experiences due to feelings of 
inadequacy related to his gender identity, which stem from the conflicts of hegemonic 
masculinity (in addition to other sources of psychological distress) represent a crisis 
and doubt in his identity, which can lead to identity confusion. In Marcia’s (1966) 
expansion of Erikson’s (1959,1963) stage of identity versus identity formation, one of 
the identity domains is gender (Josselson, 1987) in which gender identity is seen as 
becoming particularly salient within identity development during adolescence. Young 
males enter a contradictory transition stage from boy to man, which requires young 
males to prove themselves as men in contrast to feminine qualities which are 
associated with the world of childhood and family (Lloyd, 1985). According to 
Connell (1995) this process of having to be in opposition to feminine qualities, such as 
being emotional, vulnerable, and dependent, and proving masculine qualities is the 
result of gender socialisation which is a complex dynamic in which the values 
associated with the practice of hegemonic masculinity are central. In order to resolve 
this crisis and threatening identity confusion in terms of gender identity and a sense of 
self, the male youth may turn to self-harm as a coping strategy.
Identity Process Theory (Breakwell, 1986, 1993) is a framework that directly 
addresses threat to identity. Identity Process Theory is an integrative social 
psychological framework, for examining identity formation-reformation, threat and 
coping in which the main goal is to understand how people cope with threatening 
experiences to their identity i.e. in young males it may be through the use of self- 
harm. In this framework the content and value of identity are the result of a dynamic 
interaction between a person’s cognitive resources and the social context. The 
processes involved in the creation of identity are assimilation-accommodation and 
evaluation. Assimilation involves new components being added to the identity, 
accommodation involves adjustment to the identity to incorporate new components 
and evaluation assigns meaning and value to the components of the identity. These 
processes are guided by the principles of continuity across time and situation.
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distinctiveness for the individual, self-esteem, and efficacy, which change in their 
relative priority according to the social context (Breakwell, 1986, 1993).
In terms of threat Breakwell (1986) postulates that “A threat to identity occurs when 
the processes of identity, assimilation-accommodation and evaluation are, for some 
reason, unable to comply with the principles of continuity, distinctiveness and self­
esteem [and self-efficacy which was added in a later elaboration of the theory], which 
habitually guide their operation” (pp 46-47). Threats can be internal i.e. when an 
individual initiates change or external i.e. a change in the social context that is not 
under the control of the individual. However, not all change is seen as a threat. In 
terms of coping with threats to identity Breakwell (1986) conceptualises a coping 
strategy to be any activity which serves to remove or modify the threat in order to 
restore a sense of self esteem, continuity, distinctiveness and efficacy. In this 
framework coping with threatened identity occur at the intra-psychic, interpersonal 
and inter-group levels and the choice of coping strategy is determined by the 
interaction of the type of threat, the social context, the prior identity structure and the 
person’s available cognitive resources. Moreover, the coping strategies utilised can 
either be successful, unsuccessful or can even be counter-productive. Research using 
this framework has examined both productive and counterproductive strategies that 
people use to cope with threats to identity (e.g., Breakwell, 1986; Coyle & Rafalin, 
2000; Timotijevic & Breakwell, 2000) and more specifically associations of losses of 
subjective continuity with inappropriate efforts to restore continuity, negative affect 
and suicide (Breakwell, 1986; Chandler & Lalonde, 1995; Rosenberg, 1986).
It is hypothesised that the male youth utilises self-harm to a certain extent as an intra­
psychic coping strategy to deal with threats to his identity caused by a conflict 
between the pressures of the social context of hegemonic masculinity and the struggle 
to live up to its associated norms. The underlying intrapsychic rationale for this 
behaviour is seen in research which has attempted to identify the motivations for self- 
harm, although the extent to which the person who self-harms is conscious of what 
their motivation is may vary. Furthermore, it is hypothesised that by engaging in self- 
harm the male youth can possibly maintain a rudimentary form of hegemonic 
masculinity through controlling his feelings and for example turning the anger on
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himself, as mentioned before. Consequentially, self-harm could potentially be 
reinforced and assimilated into the developing identity and the assimilation of this 
coping strategy into the identity is what Erikson (1968) refers to as a ‘negative 
identity’ because of the associated negative consequences for the young person such 
as loss of self-esteem due to associated stigma, or risk of suicide, especially among 
male youth (Bowen & John, 2001). Therefore this coping strategy can be 
counterproductive in the long term by actually undermining the principle of self 
esteem (Breakwell, 1986).
Although no evidence exists to date for this process outlined above, evidence for 
Erikson’s (1968) concept of negative identity comes from a study by Burke, Zilberg, 
Amini, Salasnek and Forkin. (1978) examining the development of identity in a group 
of delinquent adolescent drug abusers. Burke et al. (1978) concluded that the 
development of the negative identity of drug-abusing delinquent forms as a result of a 
perceived inability to achieve internalised parental and societal expectations and 
adoption of this identity acts as a defense against the threat of identity confusion. In 
terms of self-harm, as hypothesised above, it acts both as a coping mechanism to the 
threat stemming from the conflicts of hegemonic masculinity, as a way of maintaining 
hegemonic masculinity and as part of the youth’s identity.
In conclusion, together with the addictive qualities of self-harm, the assimilation of 
self-harm into the developing identity could explain, in part, the repetition of self- 
harm, not only in male youth but in adolescents in general by providing a sense of 
self. Evidence for this idea comes from the large-scale internet-based study by Warm, 
Murrey and Fox (2003) on the perceptions of young people who self harm in which 
49% of the sample agreed with the perception that ‘self-harm helps a person to 
maintain a sense of identity’. Although the majority did not agree with this perception 
it does demonstrate that at least for some adolescents self-harm provides a sense of 
self and if this issue is not addressed it can become a stable part of the identity 
structure contributing to the repetitive nature of self-harm, despite being upsetting and 
its associated consequences. Furthermore, this could possibly explain the varying rates 
of success demonstrated in therapeutic outcome studies aimed at reducing repetition 
of self-harm (Bums et al. 2005, Tyrer et al., 2003).
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Implications for research and Counselling Psychology
Both qualitative and quantitative studies are required to explore and establish the 
connections between masculinity, identity and self-harm. Research could explore how 
male youth who self-harm construct and internalize masculinity as well as negotiate 
self-harm in terms of a sense of self. This would also serve to build on the research by 
Bowen (2001) and Taylor (2003) and lessen the gap in the literature on the 
experiences of male youth who self harm.
The implications for counselling psychology lie in the necessity of modifying 
treatment for self-harm among adolescents. Counselling Psychology is a field that is 
flexible and adheres to research and can therefore face the challenge. By creating an 
empathetic and accepting atmosphere, the therapist can enable a discussion of the 
issue of masculinity and identity with self-harming male youth. Furthermore, through 
a positive, non-confi*ontational approach masculinity stereotypes and constructs can be 
subsequently challenged. Forbes (2003) developed a model of integral counselling 
aimed at enabling school counsellors to help male adolescents challenge restrictive 
and harmful norms of masculinity. Counselling Psychologists working in other 
settings can use aspects of this model to guide them in working with young males that 
self harm. However, it is acknowledged that challenging the norms, which are a 
fundamental part of the young males’ social milieu, is a difficult process.
In order to address the potentially underlying problem of identity in adolescents who 
self harm and to promote a non self harming identity, interpersonal therapy techniques 
are recommended in combination with a multi-modal approach, such as the group 
therapy outlined by Wood, Trainor, Rothwell, Moore and Harrington (2001). A study 
by Guthrie, (2001) demonstrated that brief interpersonal therapy was effective at 
significantly reducing the repetition of self-harm; however the issue of identity was 
not directly addressed.
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Conclusion
This review has demonstrated the complex nature of self-harm in general in which 
many factors are involved and it put forward an argument for the role that the 
construction of masculinity and gender identity play in the development of self-harm 
among male youth. Self-harm in male youth has increased substantially over the past 
twenty years in western society challenging the myth of self-harm as a female 
condition and research on males who self harm is starting to increase. However, the 
research is still in its infancy, especially research in which masculinity is considered to 
play a role in the development of self-harm.
Despite the modifications that are taking place to the constructions of masculinity, 
certain aspects of the traditional ‘hegemonic’ masculinity are still expected by society 
which results in a struggle for many young men, which can precipitate a vulnerability 
to harm. This is especially problematic because of the complex and vulnerable stage 
of development of adolescence and young adulthood in which young people are in the 
process of forming an identity and this struggle can be experienced as a crisis and 
threat to their developing identity. In the face of this struggle it is hypothesised that 
many young males may turn to self-harm as a form of coping with the psychological 
distress arising from this struggle, in addition to other sources of psychological 
distress. Furthermore, through the experience of self-harm, male youth can maintain a 
rudimentary form of ‘hegemonic’ masculinity in which the self-harm functions as a 
way to control emotions. The self-harm can potentially then be reinforced and 
assimilated into the developing identity which can, together with the addictive 
qualities of self-harm, explain the high repetition rates of self-harm among youth in 
general.
However, this is not the whole picture. Self-harm is a multi-faceted issue and many 
variables can lead to psychological distress associated with the development of self- 
harm in male youth and youth in general, as has been demonstrated in the plethora of 
studies on self-harm. Thus although self-harm in male youth can involve significant 
aspects of masculinity that need to be addressed in therapy, much of the psychological
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distress and disturbance underlying self-harm is neither a predominantly male nor 
female issue and occurs across gender, age, social class and ethnicity.
Future qualitative and quantitative research is necessary to establish the significance 
of masculinity, gender identity and personal identity in the development and 
maintenance of self-harm among male youth. The field of Counselling Psychology is 
ideal in its flexibility and adherence to psychological research to meet the challenge of 
the implications for treatment that the possible link, if proven, between masculinity, 
identity and self-harm will pose. This will need to involve a modification of existing 
interventions to address the issue of masculinity and identity in order to enhance 
effectiveness and significantly reduce repetition rates. However, due to the multi­
faceted nature of self-harm, treatment needs to be multifaceted and the fundamental 
social and cultural factors creating distress need to be challenged through 
collaboration with influential institutions such as governments, the media, schools, 
health services and with parents and the wider community.
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Appendix A
Personal Reflection
What led me to choose self harm in males as a topic for the literature review is not 
very ‘deep’, at least that is how it felt to me initially. To be honest I did not really 
know what topic I wanted to explore, except that I wanted to explore something 
within the context of adolescence and young adulthood. Prior to entering the PsychD 
and whilst I was completing a MSc in Counselling Psychology I was working part- 
time and had been offered a job by a Children’s Information Service to design 
parenting courses for parents of teenagers that also included the teenagers in a session. 
This sparked my interest in the many issues that adolescents face and it was at this 
time that I decided that ideally I would like to practise, after qualification, as a 
Counselling Psychologist in Child and Adolescent Mental Health. Therefore, when I 
needed to start contemplating a topic for research for the PsychD I knew broadly that I 
wanted it to be located within the context of adolescence and young adulthood. My 
decision to explore self harm actually came after watching the movie ‘Thirteen’ about 
a girl that self harms by cutting and her fiiendship with another girl and how they get 
involved in a world of sex, drugs and petty crime.
What struck me when I started to read research literature on self harm in young people 
was the paucity of research on males who self harm and that self-harm was portrayed 
as a female ‘condition’. Indeed in a search for books on self harm on Amazon, just to 
see what is available to the lay person, I was surprised to find many books aimed at 
women but none at men. Thus I decided to explore self harm in males with the aim of 
conducting qualitative research on the experiences of males that self harm in the third 
year of the PsychD programme. However, I had to find a different angle to this topic 
because another student in the university had undertaken a similar research project 
(Bowen, 2001). Thankfully my supervisor encouraged me to continue the topic and 
continue to read on different perspectives on masculinity and male identity and their 
role in the self harm of young men.
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A further issue that struck me was that the literature hardly addressed the issue of 
identity in self-harming youth, and identity is after all a pertinent issue in adolescence 
(Erikson, 1968). Through further reading the complexity of self harm became more 
and more apparent to me and I found myself struggling immensely with the topic and 
the process of writing the literature review in the last couple of weeks as if  something 
was blocking me.
I decided to take the struggle to therapy (psychodynamic) to try and make sense of 
why I was finding it particularly difficult. Through a process of exploration it became 
apparent that the topic had a deeper meaning attached to it for me, which initially I did 
not see, or did not want to see. My brother died last year of heart failure due to the 
combination of flu, being overworked as a doctor in an understaffed state hospital in 
South Africa and the abuse of drugs. I realised that what my brother had died from 
was a form of self-harm and my choice of topic therefore seemed to be an 
‘unconscious selection’ and the reason why I was struggling with the topic was 
because I still had some unresolved emotional issues surrounding my brother’s death. 
Thus in any future work I might have with male clients that engage in self-harm I need 
to be aware of my own issues not interfering with the therapeutic process. Once again 
the usefulness and necessity of personal therapy during training as a Counselling 
Psychologist has been demonstrated to me. Furthermore, I now look forward to 
carrying out a qualitative research study on self harm and male identity in males and 
contributing to the development of research in this domain. In doing so, I will 
continue to monitor my reactions to the topic and the ensuing data analysis.
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MATERIAL REDACTED AT REQUEST OF UNIVERSITY
Three examples of internet searches: PsychlNFO
Search History
# 1 (self harm adolescents) in TI(12 records)
The search: (self harm adolescents) in TI in the database(s) PsycINFO Weekly 
2005/07 Week 4, PsycINFO Weekly 2005/07 Week 3, PsycINFO Weekly 2005/07 
Week 2, PsycINFO Weekly 2005/07 Week 1, PsycINFO 2005 Part B, PsycINFO 
2005 Part A, PsycINFO 2004 Part A, PsycINFO 2004 Part B, PsycINFO 2003 Part A, 
PsycINFO 2003 Part B, PsycINFO 2002 Part A, PsycINFO 2002 Part B, PsycINFO 
2001 Part A, PsycINFO 2001 Part B, PsycINFO 2000, PsycINFO 1998-1999, 
PsycINFO 1995-1997, PsycINFO 1992-1994, PsycINFO 1989-1991, PsycINFO 
1983-1988, PsycINFO 1972-1982, PsycINFO 1872-1971 returned 12 records
Record 1 of 12 in PsycINFO 2005 Part A
AN: 2004-16041-004
DT: Peer-Reviewed-Journal
AU: Souter,-Annie; Kraemer,-Sebastian
TI: 'Given up hope of dying': A child protection approach to deliberate self-harm in 
adolescents admitted to a paediatric ward.
SO: Child-and-Family-Social-Work. Aug 2004; Vol 9 (3): 259-264
Record 2 of 12 in PsycINFO 2005 Part A
AN: 2004-21097-004 
DT: Peer-Reviewed-Joumal
AU: Bhugra,-Dinesh; Thompson,-Neil; Singh,-Jayshree; Fellow-Smith,-Elizabeth 
TI: Deliberate self-harm in adolescents in West London: Socio-cultural factors.
SO: European-Joumal-of-Psychiatry. Apr-Jun 2004; Vol 18 (2): 91-98
Record 3 of 12 in PsycINFO 2003 Part A
AN: 2004-10186-002 
DT: Peer-Reviewed-Joumal
AU: Bhugra,-Dinesh; Thompson,-Neil; Singh,-Jayshree; Fellow-Smith,-Elizabeth 
TI: Inception rates of deliberate self-harm among adolescents in West London.
SO: Intemational-Joumal-of-Social-Psychiatry. Dec 2003; Vol 49 (4): 247-250
Record 4 of 12 in PsycINFO 2003 Part A
AN: 2003-09048-009 
DT: Peer-Reviewed-J oumal
AU: Hawton,-Keith; Hall,-Stephanie; Simkin,-Sue; Bale,-Liz; Bond,-Alison; Codd,- 
Sharon; Stewart,-Anne
TI: Deliberate self-harm in adolescents: a study of characteristics and trends in 
Oxford, 1990-2000.
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SO: Joumal-of-Child-Psychology-and-Psychiatry. Nov 2003; Vol 44 (8): 1191-1198
Record 5 of 12 in PsycINFO 2003 Part A
AN: 2003-09014-008 
DT : Peer-Reviewed-Joumal
AU: Crawford,-Tanya; Geraghty,-Wendy; Street,-Karen; Simonoff,-Emily 
TI: Staff knowledge and attitudes towards deliberate self-harm in adolescents.
SO: Joumal-of-Adolescence. Oct 2003; Vol 26 (5): 623-633
Record 6 of 12 in PsycINFO 2002 Part A
AN: 2003-04355-006 
DT: Peer-Reviewed-Joumal
AU: Bhugra,-Dinesh; Singh,-Jayshree; Fellow-Smith,-E; Bayliss,-Carol
TI: Deliberate self-harm in adolescents. A case note study among two ethnic groups.
SO: European-Joumal-of-Psychiatry. Jul-Sep 2002; Vol 16 (3): 145-151
Record 7 of 12 in PsycINFO 2002 Part A
AN: 2002-08381-005 
DT: Peer-Reviewed-Joumal
AU: Hawton,-Keith; Rodham,-Karen; Evans,-Emma; Weatherall,-Rosamund 
TI: Deliberate self harm in adolescents: Self report survey in schools in England.
SO: BM J : -British-Medical-J oumal. Nov 2002; Vol 325 (7374): 1207-1211
Record 8 of 12 in PsycINFO 2001 Part A
AN: 2001-05373-003 
DT: Peer-Reviewed-Joumal
AU: Wood,-Alison; Trainor,-Gemma; Rothwell,-Justine; Moore,-Ann; Harrington,- 
Richard
TI: Randomized trial of group therapy for repeated deliberate self-harm in 
adolescents.
SO: Joumal-of-the-American-Academy-of-Child-and-Adolescent-Psychiatry. Nov 
2001; Vol 40 (11): 1246-1253
Record 9 of 12 in PsycINFO 2000
AN: 2000-15233-005 
DT: Peer-Reviewed-Joumal
AU: Hawton,-Keith; Fagg,-Joan; Simkin,-Sue; Bale,-Elizabeth; Bond,-Alison 
TI: Deliberate self-harm in adolescents in Oxford, 1985-1995.
SO: Joumal-of-Adolescence. Feb 2000; Vol 23 (1): 47-55
Record 10 of 12 in PsycINFO 2000
AN: 2000-08092-002 
DT: Peer-Reviewed-Joumal
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AU: Anderson,-Robin
TI: Assessing the risk of self-harm in adolescents: A psychoanalytic perspective. 
SO: Psychoanalytic-Psychotherapy. 2000; Vol 14 (1): 9-21
Record 11 of 12 in PsycINFO 1998-1999
AN: 1999-11435-006 
DT: Peer-Reviewed-Joumal
AU: Hawton,-Keith; Kingsbury,-Steve; Steinhardt,-Karen; James,-Anthony; Fagg,- 
Joan
TI: Repetition of deliberate self-harm by adolescents: The role of psychological 
factors.
SO: Joumal-of-Adolescence. Jun 1999; Vol 22 (3): 369-378
Record 12 of 12 in PsycINFO 1995-1997
AN: 1997-02986-003 
DT : Peer-Reviewed-Joumal
AU: McLaughlin,-Jo-Ann; Miller,-Peter; Warwick,-Hilary
TI: Deliberate self-harm in adolescents: Hopelessness, depression, problems and
problem-solving.
SO: Joumal-of-Adolescence. Dec 1996; Vol 19 (6): 523-532
Second search: self harm (only included few articles for demonstration)
Search History
#1 (self harm) in TI(313 records)
Record 1 of 8 in PsycINFO 2005 Part B
AN: 2005-02771-004 
DT: Peer-Reviewed-Joumal
AU: Muehlenkamp,-Jennifer-J; Swanson,-Jenny-D; Brausch,-Amy-M 
TI: Self-Objectification, Risk Taking, and Self-Harm in College Women.
SO: Psychology-of-Women-Quarterly. Mar 2005; Vol 29 (1): 24-32
Record 2 of 8 in PsycINFO 2005 Part B
AN: 2005-03128-016 
DT: Peer-Reviewed-Joumal
AU: Carter,-Greg; Reith,-David-M; Whyte,-Ian-M; McPherson,-Michelle 
TI: Repeated self-poisoning: Increasing severity of self-harm as a predictor of 
subsequent suicide.
SO: British-Joumal-of-Psychiatry. Mar 2005; Vol 186 (3): 253-257
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Record 3 of 8 in PsycINFO 2005 Part A
AN: 2005-01593-001 
DT: Peer-Reviewed-Joumal
AU: Bums,-Jane; Dudley,-Michael; Hazell,-Philip; Patton,-George
TI: Clinical management of deliberate self-harm in young people: The need for
evidence-based approaches to reduce repetition.
SO: Australian-and-New-Zealand-Joumal-of-Psychiatry. Mar 2005; Vol 39 (3): 121- 
128
Record 4 of 8 in PsycINFO 2004 Part B
AN: 2004-99004-347 
DT : Dissertation-Abstract 
AU: Gratz,-Kim-L
TI: A theoretically-based etiological model of deliberate self-harm: The role of 
childhood maltreatment, affect intensity/reactivity, emotional inexpressivity, and 
emotion dysregulation in self-harm behavior.
SO: Dissertation-Abstracts-Intemational:-Section-B:-The-Sciences-and-Engineering. 
2004; Vol 64 (8-B): 4037 
UM: AAI3102948
Record 5 of 8 in PsycINFO 2004 Part B
AN: 2004-16407-013
DT: Peer-Reviewed-Joumal
AU: Zahl,-Daniel-Louis; Hawton,-Keith
TI: Repetition of deliberate self-harm and subsequent suicide risk: Long-term follow- 
up study of 11 583 patients.
SO: British-Joumal-of-Psychiatry. Jul 2004; Vol 185 (1): 70-75
FTXT: HighWire Free Joumals http://bjp.rcpsych.Org/cgi/content/abstract/185/l/70
Record 6 of 8 in PsycINFO 2004 Part B
AN: 2004-14078-003
DT: Peer-Reviewed-Joumal
AU: Crouch,-William; Wright,-John
TI: Deliberate Self-Harm at an Adolescent Unit: A Qualitative Investigation.
SO: Clinical-Child-Psychology-and-Psychiatry. Apr 2004; Vol 9 (2): 185-204
Record 7 of 8 in PsycINFO 2003 Part A
AN: 2003-88242-005 
DT: Chapter 
AU: Dorer,-Claire
TI: Deliberate self-harm in children and adolescents.
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BK: (2003). Parry-Gupta, Deepa S (Ed), Gupta, Rajinder M (Ed), Children and 
parents: Clinical issues for psychologists and psychiatrists, (pp. 103-128). London, 
England: Whurr Publishers, Ltd. xv, 283 pp.
Record 8 of 8 in PsycINFO 2003 Part A
AN: 2003-09048-009 
DT : Peer-Reviewed-Joumal
AU: Hawton,-Keith; Hall,-Stephanie; Simkin,-Sue; Bale,-Liz; Bond,-Alison; Codd,- 
Sharon; Stewart,-Anne
TI: Deliberate self-harm in adolescents: a study of characteristics and trends in 
Oxford, 1990-2000.
SO: Joumal-of-Child-Psychology-and-Psychiatry. Nov 2003; Vol 44 (8): 1191-1198
Third search: only included few articles for demonstration
Search History
#1 (masculinity) in TI(1050 records)
Record 1 of 8 in PsycINFO 2005 Part A
AN: 2005-02088-003 
DT: Peer-Reviewed-Joumal 
AU: Allen,-Louisa
TI: Managing masculinity: Young men's identity work in focus groups.
SO: Qualitative-Research. Feb 2005; Vol 5 (1): 35-57
Record 2 of 16 in PsycINFO 2005 Part A
AN: 2004-21898-001 
DT: Chapter
AU: Marmion,-Shelly; Lundberg-Love,-Paula
TI: Teaming masculinity and femininity: Gender socialization from parents and peers 
across the life span.
BK: (2004). Paludi, Michele A (Ed), Praeger guide to the psychology of gender.
(pp. 1-26). Westport, CT, US: Praeger Publishers/Greenwood Publishing Group, Inc. 
xxxi, 313 pp.
Record 3 of 8 in PsycINFO 2005 Part A
AN: 2005-02074-001 
DT: Peer-Reviewed-Joumal 
AU: Meissner,-SJ,-WW
TI: Gender Identity and the Self: I. Gender Formation in General and in Masculinity. 
SO: Psychoanalytic-Review. Feb 2005; Vol 92 (1): 1-27
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Record 4 of 8 in PsycINFO 2005 Part A
AN: 2004-13434-003 
DT: Peer-Reviewed-Joumal 
AU: Ream,-Jeff
TI: From hegemonic masculinity to the hegemony of men.
SO: Feminist-Theory. Apr 2004; Vol 5 (1): 49-72
Record 5 of 8 in PsycINFO 2005 Part A
AN: 2005-00347-007 
DT: Peer-Reviewed-Joumal
AU: Berger,-Jill-M; Levant,-Ronald; McMillan,-Katharine-Kaye; Kelleher,-William; 
Sellers,-Al
TI: Impact of Gender Role Conflict, Traditional Masculinity Ideology, Alexithymia, 
and Age on Men's Attitudes Toward Psychological Help Seeking.
SO: Psychology-of-Men-and-Masculinity. Jan 2005; Vol 6 (1): 73-78 
FTXT: PsycARTICLES@Ovid
http://gateway.ovid.com/athens/ovidweb.cgi?T=JS&PAGE=fulltext&D=ovft&NEWS 
=n&DBC=n&AN=00128141-200501000-00007, PsycArticles 
http://gateway.ovid.com/athens/ovidweb.cgi?T=JS&PAGE=fulltext&D=ovff&NEWS 
=n&DBC=n&AN=00128141-200501000-00007
Record 6 of 8 in PsycINFO 2003 Part A
AN: 2003-05263-002 
DT: Peer-Reviewed-Joumal
AU: Frank,-Blye; Kehler,-Michael; Lovell,-Tmdy; Davisori,-Kevin
TI: A Tangle of Trouble: Boys, masculinity and schooling—future directions.
SO: Educational-Review. Jun 2003; Vol 55 (2): 119-133
Record 7 of 8 in PsycINFO 2003 Part B
AN: 2003-06565-002 
DT: Peer-Reviewed-Joumal
AU: Jakupcak,-Matthew; Salters,-Kristalyn; Gratz,-Kim-L; Roemer,-Lizabeth 
TI: Masculinity and emotionality: An investigation of men's primary and secondary 
emotional responding.
SO: Sex-Roles. Aug 2003; Vol 49 (3-4): 111-120
Record 8 of 8 in PsycINFO 2003 Part B
AN: 2003-02034-001
DT : Peer-Reviewed-Joumal
AU: Addis,-Michael-E; Mahalik,-James-R
TI: Men, masculinity, and the contexts of help seeking.
SO: American-Psychologist. Jan 2003; Vol 58 (1): 5-14 
FTXT: PsycARTICLES@Ovid
http://gateway.ovid.com/athens/ovidweb.cgi?T=JS&PAGE=fulltext&D=ovft&NEWS
98
=n&DBC=n&AN=00000487-200301000-00001 , PsycArticles
http://gateway.ovid.com/athens/ovidweb.cgi?T=JS&PAGE=flilltext&D=ovft&NEWS
=n&DBC=n&AN=00000487-200301000-00001
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Therapists’ experiences and perceptions of working with young men who self 
harm: An interpretative phenomenological analysis
Abstract
In recent years there has been an increase in awareness that self-harm occurs in men, 
especially in young men in their early teens to mid twenties, and that it seems to be 
increasing. This article presents findings from a qualitative study in which nine 
therapists were interviewed as key informants about their experiences and perceptions 
of working with young men who self-harm. Transcripts were subjected to 
Interpretative Phenomenological Analysis. The resultant themes focussed on a variety 
of risk factors involved in the development and maintenance of self-harm in young 
men. Many were non-gender specific except for the role of masculinity and male 
identity in terms of hegemonic expectations. Other domains included the 
conceptualisation of self-harm; relationship with self; factors in the therapeutic 
process and challenges that the therapists experienced. The study may be seen as 
further raising awareness of self-harm in young men and potentially informing 
effective therapeutic interventions. However, future research would need to include 
the views of self-harming young men themselves to discern the extent to which these 
are accurately reflected in the accounts of the therapists as key-informants due to 
possible biases the therapists may have had.
Key words: self-harm, young men, interpretative phenomenological analysis, 
masculinity, therapeutic process
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Introduction
Self-harm is a complex and multi-faceted phenomenon, but may generally be defined 
as behaviour that causes psychological or physical harm to oneself without the intent 
of suicide. However, self-harm can result in suicide by accident and longitudinal 
research has shown that self-harm is a risk factor for suicide (e.g. Hawton, Zahl & 
Weatherall, 2003). It is considered to be a coping mechanism for regulating intense 
and overwhelming emotions but other motivations can include self-punishment and 
enhancement of self-control (Gratz, 2003). Furthermore, self-harm has the highest 
prevalence and repetition among adolescents, more than any other age group in the 
United Kingdom (Hawton et al., 1997, 2000, 2003). This has led to the development 
of the National Inquiry into Self-harm among Young People in order to raise 
awareness as well as recommending practice guidelines (Mental Health Foundation, 
2006).
Most empirical and theoretical research concerning the risk factors and motivations 
associated with self-harm has focussed mainly on women. This is due to the 
conceptualisation of self-harm as essentially a ‘female issue’. Indeed, prevalence rates 
in both clinical and community populations have consistently demonstrated a gender 
difference in self-harm with more females engaging in self-harm than males (e.g. 
Hawton et al, 2002, 2003; Nadkami, Parkin, Dogra, Stretch & Evans, 2000). As a 
consequence, most services and interventions have been directed at women, thereby 
neglecting the experiences of males who self-harm. However, despite this gender 
discrepancy, over the last twenty years the rates and repetitions of self-harm in males 
have increased substantially, especially self-cutting, with the highest rates in males 
aged 15-24 (Hawton et al, 1997, 2004; O’Loughlin & Sherwood, 2005).
In recent years there has been some research to address this gender bias, albeit limited, 
which examined gender differences in self-harm in which gender role socialisation 
and men’s perspectives of self-harm were explored (e.g. Bowen & John, 2001; Taylor, 
2003). Bowen and John (2001) argued that self-harm might be expressed differently 
across the sexes (e.g. self-destructive risk taking in boys) in terms of ‘gender role 
socialisation’ in which boys and girls are socialised differently according to
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expectations of acceptable and unacceptable coping mechanisms for each gender. 
Furthermore, they suggested that future research should broaden definitions of self- 
harm to include differences in expression across the sexes, i.e. such as aggressive self- 
destructive acts which are often labelled delinquency in adolescent boys. Although 
Bowen and John (2001) made links between masculinity and suicide, in which self- 
harm is conceptualised as feminine and failure of a suicide attempt is seen as 
unmasculine, they do not address the possible link between the construct of 
masculinity and self-harm for males who engage in self-harm without intent of 
suicide. In the study by Taylor (2003), which is the first, albeit small, exploratory 
study attempting to give ‘voice’ to men who self harm, masculinity was found to have 
played a role in the self-harm of some of the men. However, Taylor (2003) did not 
locate his argument within the theoretical and empirical literature pertaining to 
masculinity and male identity.
The current dominant theoretical perspective on men and masculinity is that there is 
not a single masculinity but multiple competing masculinities, which are continuously 
being constructed and contested (Connell, 1995, 2005; Kimmel & Messner, 1992). 
Hegemonic masculinity is seen as the current, dominant masculinity within a society 
to which femininities and other masculinities are subordinated or marginalised, such 
as gay or effeminate masculinities, by being deprived of masculine status (Connell, 
1995, 2005). Hegemonic masculinity encourages dominance, self-reliance, a need for 
achievement, competition, avoidance of feminine qualities, control, power, 
homophobia and restrictive emotional expression (Connell, 2005, Forbes, 2003, 
Welch, 1993). The effect of struggling to meet societal expectations of masculine 
behaviour results partly in an increased vulnerability to harm among men, especially 
male youth. Indeed, many young men struggle with difficulties such as drug offences, 
serious assaults, expulsions from school, depression, alienation and increased suicides 
(Barker, 2005, Fletcher, 1995; Home & Kiselica, 1999). The incidence of self-harm in 
young men may also be a possible consequence of stmggling to meet societal 
expectations of masculine behaviour.
To address a possible link between masculinity and self-harm in young men, it is 
suggested that through a perceived inability to live up to the expectations of the
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current hegemonic masculinity within a given social context and /or due to the 
subordination and marginalisation of alternative masculinities, male youth can feel 
inadequate in relation to their gender identity. This can cause anger and frustration, in 
addition to other forms of psychological distress they may be experiencing resulting 
from, for example, early trauma or the developmental pressures of adolescence. In 
combination with the inability to express their distress in constructive ways (due to the 
hegemonic expectation of emotional inexpressiveness), it can result in the 
development of self-harm, in which, for example, anger or aggression is turned 
against th e ‘se lf .
Research is needed to address this link and to explore self-harm from the perspectives 
of young men and how they conceptualise it. Due to the women-centred nature of 
most research on self-harm, generalising the findings to men is problematic (Gratz, 
2003). Furthermore, due to the rising rates of self-harm among young men, therapists 
are more likely to come across young men who self-harm. Therefore it is important to 
tailor therapeutic interventions to the needs of young men who self-harm.
However, it can be a difficult and time-consuming process to recruit a viable sample 
of young men who self harm to participate in a research study. This may be due to, for 
example, the stigma attached to self-harm in men. Contextual limitations may also 
contribute to difficulties in recruiting young men who self harm, such as reluctance by 
agencies to collaborate with the research. In cases where a research population is 
difficult to recruit, a useful alternative strategy is to adopt a ‘key informant’ approach. 
A key informant is someone who has in-depth knowledge of and exposure to a given 
phenomenon; is in a position of influence and is willing to share this knowledge 
(Marshal, 1996). Therapists who have worked with young men who self harm would 
be ideal as key informants. Although their views may not accurately reflect the views 
of the majority of young men who self harm, they do offer a means of accessing 
young men’s experiences, beliefs and perceptions of their self harm, which may not be 
directly accessible to researchers. In addition, therapists offer a means to accessing the 
factors involved in the therapeutic treatment of self-harming young men which may 
serve to enhance therapeutic interventions.
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The aims of the current study were to explore accounts of self-harm among young 
men provided by therapists (psychologists, counsellors and psychotherapists) who 
have worked with this client group, including specific considerations of the possible 
role of masculinity and male identity as well as effective therapeutic interventions. It 
must be noted that the study is exploratory and does not involve formal hypothesis 
testing.
METHOD
Participants
Contact was made with the counselling services of universities across London, the 
South East and the South West of England and youth counselling services across the 
entirety of England. One youth counselling service was specifically aimed at young 
men who self-harm. In addition contact was also made with a counselling service of a 
male prison. Letters and information sheets (Appendices 1 & 2) were distributed 
regarding the study and issues of confidentiality and followed up with phone contact. 
10 therapists volunteered to participate in the study. However, one person only had 
experience of working with young women who self-harm, leaving a viable sample of 
nine (four males and five females). This was within the maximum recommended 
sample size by Smith, Jarman and Osborn (1999) for a study using the idiographic 
analytic process employed here (Interpretative Phenomenological Analysis -  IP A)
Nine therapists were interviewed. Six described their ethnicity as White British, one as 
Indian British, one as White South American and one as White American. They were 
33 -  56 years of age (mean age = 45) with 5-32 years therapeutic experience of 
working with both young men and young women who self-harm (ranging from 3-50 
and 10-200 respectively). They represented the fields of counselling, counselling 
psychology, psychotherapy, psychology and psychoanalysis. Two participants had 
undergraduate degrees and postgraduate diplomas, six had Master’s degrees and one 
had a medical and two Master’s degrees. All participants were accredited members of 
professional associations such as the British Association of Counselling and 
Psychotherapy, the United Kingdom Council for Psychotherapy, the British
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Psychological Society, and the British Association of Behavioural and Cognitive 
Psychotherapies.
Interview Schedule
After obtaining ethical approval (see Appendix 3), data were collected through 
individual interviews using a semi-structured interview schedule (Appendix 4). The 
schedule was developed mindful of the research aims and the literature pertaining to 
self-harm in young people and the experiences of men who self-harm. The interview 
schedule invited participants to reflect on their clinical experience about the 
presenting issues of young men who self-harm; any similarities and differences 
between young men and young women who self-harm; the development of self-harm 
in young men; their experiences of the therapeutic process and the possible role of 
male identity and masculinity in self-harm. The final question invited participants to 
reflect on any other issues they deemed relevant to the research topic that had not been 
covered. The first interview was conducted as a pilot but, as this did not result in any 
changes being made to the interview schedule or interviewing procedure, the data 
from this first interview have been included in the analysis.
Procedure
Participants were interviewed at their place of work after they signed a consent form 
and completed a demographic information questionnaire (Appendices 5 & 6). The 
interviews lasted on average fifty minutes due to schedule constraints of the therapists. 
This meant that there was sometimes insufficient time to elaborate on certain topics. 
All interviews were audio recorded and transcribed verbatim for subsequent analysis 
(see Appendix 7 for an example of a transcript). At the end of the interview, 
participants were invited to comment on their experience of being interviewed.
The ninth and final participant I interviewed was a Counselling Psychologist working 
in a men’s prison. The reason for choosing to interview a therapist in a prison context 
was that the penultimate participant identified a high level of self-harm among young 
men in prisons. Many of the young men who were accessing the youth service where 
this therapist was working had been in prison. Due to this reason the service was 
establishing links with male prisons in order to provide counselling as well as self-
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harm awareness training. On the basis of a preliminary consideration of this 
interview, it was felt that interviewing a therapist working in a male prison could 
provide a further perspective on young men who self-harm. This sampling strategy 
could be regarded as a form of theoretical sampling, an approach that is used in 
grounded theory (Smith, 2003).
Analytic strategy
IP A is a method for analysing qualitative data that was developed and described by 
Smith et al. (1995, 1997, and 1999). It attempts to adopt an ‘insider’s perspective’ on 
the phenomenon being studied, whilst simultaneously acknowledging the role of the 
researcher. According to IP A, understanding of the participant’s lived experiences can 
be achieved through a process of interpretation by the researcher, which involves an 
intensive engagement with the data and with each participant’s perspective. 
Furthermore, IP A acknowledges that the resulting interpretations are based on the 
interpretative framework of the researcher i.e. their own conceptions, beliefs, 
expectations and experience (Smith et al., 1999). Therefore, researchers are not 
required to bracket their beliefs as in other phenomenological methods because these 
are seen as necessary for making sense of participants’ accounts.
For the present study, IP A was considered an appropriate method of analysis given the 
study’s focus on therapists’ meaning-making and experiences of working with young 
men who self-harm as a means to access the experiences of this difficult to access 
client population. Other methods of analysis that could have been used were thematic 
qualitative content analysis and Grounded Theory. I did not consider thematic analysis 
to be sufficiently systematic. Grounded theory, on the other hand, is similar to IP A, 
but differences lie in the data gathering methods and level of analysis and it is aimed 
primarily at theory building (Willig, 2001), which is not the aim of the present study.
As a starting point for the analysis, I read each transcript thoroughly a number of 
times in order to become as familiar as possible with the participants’ accounts. I then 
selected three transcripts based on their breadth and wealth of information to analyse 
and develop a primary table of themes, which I subsequently developed in light of the 
analysis of the remaining transcripts. Using the Windows programme Microsoft
106
Word, I created a document with three columns for each of the initial three transcripts. 
Data analysis involved further repeated readings of the transcripts, with each reading 
generating notes of key phrases and processes related to the research questions, 
connections between different aspects of the transcript and preliminary interpretations. 
These were noted in the left hand column of the Word document. Emerging themes 
were then noted in the right hand column and these represented key words that 
captured the essential meaning of passages. For each of the main transcripts the 
emerging themes were listed in a separate Word document in order to identify any 
recurrent patterns.
Interpretations aimed to remain as close as possible to the participants’ accounts and 
sometimes key words and phrases were noted in their original form. In interpreting the 
data, I was essentially interpreting the participants’ interpretations of the young men’s 
reported experiences. Some of the participants’ interpretations were expressed in 
psychological concepts and since a main aim of the research is to represent the 
experiences of young men who self-harm through a key informant approach, increased 
abstraction in some areas would have created further distancing from these 
experiences. Participants’ accounts may not accurately reflect the experiences of 
which they speak due to memory distortion and recall biases for example.
Furthermore, even though the therapists as key informants are unlikely to accurately 
reflect the views of the majority of self-harming young men, as mentioned previously, 
it does provide some access to the subjective experiences and beliefs of self-harming 
young men that may not be directly accessible to researchers.
Subsequently, the themes were clustered into groups to form major themes and a final 
table of major themes was produced for each transcript. The major themes were then 
compared between the tables and checked with the respective transcripts to ensure 
grounding in the participants’ accounts. A primary table of themes was produced for 
guiding the analysis of the remaining transcripts.
The remaining transcripts were read repeatedly to examine the occurrence of the 
super-ordinate themes as well any new emerging themes. These were noted in a 
separate Word document for each transcript and compared to form the secondary table
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of themes. The three initial transcripts were then reread to check for the occurrence of 
any of the new themes. A table of super-ordinate and major themes representing the 
accounts of all participants was produced (Appendix 8). At this stage the super­
ordinate themes were grouped into six domains, where possible and meaningful, 
which seemed to make sense of participants’ experiences (Appendix 9).
Evaluation and reflexivity
Qualitative research is evaluated using different criteria to quantitative research, but 
what remains the same for assessment is the plausibility and trustworthiness of the 
analysis of the participants’ accounts (Horsburgh, 2003). In the following section an 
analysis of the themes is presented, which is accompanied by quotations from the 
participants to enable readers to judge the degree of grounding and persuasiveness of 
my interpretations of these accounts. The iterative process I followed in the analysis 
was to ensure that my interpretations remain grounded in participants’ accounts. For 
further validation, an independent researcher checked my interpretations and any that 
were unwarranted were either modified or removed. As far as relevance to existing 
research was concerned, this was interwoven throughout the narrative analysis where 
possible.
In addition, qualitative research acknowledges that the researcher cannot be detached 
from the research process to provide an objective and ‘uncontaminated’ account 
(Horsburgh, 2003). IPA deems the role of the researcher in the interpretation of 
participant’s accounts as central and it is therefore necessary for the researcher to 
reflect on their interpretative frameworks in order to make transparent for the reader 
the foundations on which the research process and interpretations rest.
My interpretative framework has been shaped by my role as a Counselling 
Psychologist in Training practising predominantly cognitive behaviour therapy, 
informed by psychodynamic and humanistic thinking. It has further been shaped by 
personal experiences of self-harm in my family and existing research that I have read 
in preparation for the study. Another consideration is that my presence as part of the 
interview process could have influenced participants’ accounts as I had informed them 
that I was a Counselling Psychologist in training. This may have influenced the
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participants’ use of psychological language and concepts and my implicit 
understanding, which may have resulted in a lack of clarification at times. 
Furthermore, my interpretative framework may have influenced what I attended to in 
the interviews in terms of what resonated with me and thus felt important. According 
to Golsworthy and Coyle (2001) this can cause a bias to the extent that a critical 
approach is taken towards certain concepts, but that awareness of this could 
potentially serve to ‘bracket’ any preconceived ideas. However, as mentioned 
previously, in accordance with IPA the researcher’s beliefs are not seen as biases that 
need to be eliminated (Smith et al, 1999). Nonetheless, I hoped my interpretations 
came from a stance of openness and curiosity. See Appendix 10 for further 
exploration of my interpretative framework.
ANALYSIS
The analyses generated a variety of themes representing the subjective experiences 
and perceptions of the participants. In this paper five themes will be presented 
together with supporting quotations. The names of participants have been changed in 
order to preserve confidentiality. The themes were selected based on the wealth of 
information and insight they provided relating to the research questions and on the 
extent to which they provided additional insights not previously explored in the 
research literature. An examination of all themes is beyond the scope of this paper due 
to space constraints. However, where there is an overlap with existing research, 
themes will be explored in less depth. The main themes presented in this paper are:
• Conceptualisation of self-harm
• Relationship with self
• Male identity and masculinity: hegemonic expectations
• Therapeutic process
• Challenges in working with self-harm and therapist support
In the quotations presented in the analysis, ellipsis points (...) are used to indicate 
omitted material and information within square brackets has been added for 
clarification.
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1. Conceptualisation of self-harm
This theme as perceived through the eyes of the therapists provides an overview of 
self-harm as experienced by the young men that they have worked with. Most 
therapists saw little difference between young men and young women regarding 
issues underlying self-harm and its addictive quality, but they did notice that young 
men tended to be more impulsive, albeit slightly, and punch more:
‘With them i t’s been an impulsive thing that has to be done now, so grab whatever is 
hanging around or hit the wall... It is a slight difference from what I  have seen...men 
seem to punch more than women ’.
(Peter)
Furthermore, some therapists perceived self-harm to be more severe in young men 
than in young women whereas for others the opposite was true:
‘And from my experience ofparticularly two o f the young men, their cuts were a lot 
more severe than my experience o f some o f the young women I ’ve worked with ’.
(Anna)
‘Young women cut deeper in my experience, and young men cut more -  they are more 
promiscuous in their cutting. But i t ’s less deep in my experience. Now there will be 
differences and exceptions to that and things may be changing, but those would be my- 
simple observations o f my experiences in this phenomenon. ’
(Steven)
This shows that self-harm can be both severe and minimal for both genders, whereas 
statistics from a large multi-centre European study on ‘parasuicide’ found that men 
were more likely to use severe forms such as cutting, hanging, throwing self in front 
of a moving object, in addition to the use of alcohol, solvents and pesticides (Michel, 
Bille-Brahe, Bjerke, Crepet & De Leo et al., 2000).
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What was evident from the transcripts was that the current definition of what self- 
harm involved needed to be broadened to include other forms of self-destructive 
behaviour, albeit non-direct but with the aim being injury to self. This accords with 
Bowen and John’s (2001) suggestion of broadening the definition of self-harm based 
on an extensive review of the literature. The following quotations demonstrate what 
such behaviour may include e.g. dangerous sports, reckless driving, jumping off 
bridges:
‘...and often I  saw in men that they would often use ways o f self-injuring themselves 
or self-harm that were more socially acceptable, such as, deliberately getting involved 
in violent sport where they would injure themselves... another person I  worked with 
long-term who actually put themselves into quite dangerous situations deliberately, 
and actually I  can think o f another person who took up a dangerous sport because 
they felt they wanted to put themselves into some kind o f risk o f injury \
(Nancy)
‘...actions which could be self-harm, or they went bad, suicide. You know falling 
under traffic, jumping o ff o f trains, driving too fast, and instead ofgetting hurt, 
getting killed. ’
(Peter)
Peter (above) raised an interesting point in that suicide in young men may have been 
severe self-harm that resulted in death without necessarily the presence of suicidal 
intent. In fact many research studies on suicide in young men have tended to classify 
self-harm with and without intent under the same label of suicide (e.g. FMR, 2003). 
FMR (2003) argue that this is due to problems associated with retrospective inferring 
of intent. However, it may also be due to suicide being seen in western cultures as 
more socially acceptable in men than self-harm, whereas self-harm may be seen as a 
suicide attempt which is unacceptable (Kapur, Hunt, Lunt, McBeth, Creed & 
Macfarlane, 2005; Murphy, 1998).
I l l
2. Relationship with self
This theme explores how the therapists felt that the young men with whom they had 
worked experienced their sense of self. What emerged were sub-themes representing 
struggles of being themselves on both a personal and public level in terms of a 
negative body image, unwanted self and feeling a pressure to hide their ‘true self . 
For example the therapists reported that some of the young men felt that their 
emotions were unacceptable, especially feelings of sadness, but even anger despite it 
being a more socially acceptable emotion for males to have. They described that the 
young men felt that they could not express their anger and thus had to hide themselves 
away and cut:
‘And his way o f not getting angry was to hide himself away and cut -  him not to 
express his anger
(Peter)
Furthermore, the therapists found that most of the young men they worked with 
presented mainly low self esteem, self doubt and low sense of self worth and tended to 
isolate and hide themselves away from people:
‘And the men Pve worked with have mainly just had issues generally about poor self- 
worth \
(Nancy)
‘Well, I  think that the young men that I  have known who have self-harmed have 
certainly been fairly solitary individuals who have not had a lot o f social interaction, 
who have grown up at home spending long periods on their own, this type o f thing’.
(Mark)
Some of these findings accord with the findings of the study by Adam et al (2005) that 
investigated the self in self-harm, although it was mostly with young women.
3. Male identity and masculinity: hegemonic expectations
Most participants discussed their perceptions regarding se lf harming young men in
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general in terms of their ‘maleness’ i.e. their male identity, associated conflicts and the 
struggles with masculinity in their social context. This arose either spontaneously and 
was then explored in more depth towards the end of the interviews or information was 
actively sought through explicit questions about the possible role that struggles with 
male identity and masculinity may play in self-harm in young men. In the quotations 
presented under this heading, data were produced spontaneously by participants 
except where otherwise indicated.
Male identity and struggles with hegemonic masculinity
In recent years hegemonic masculinity has been found to have had negative impacts 
on men’s health. Its identification with paid work has led to higher levels of distress 
associated with unemployment than in women. Furthermore, it encourages emotional 
suppression, unsafe sex, risk-taking including drug use and antisocial behaviour as 
well as men’s reluctance to seek help (Lee & Owens, 2002). The therapists in this 
study perceived young men to be experiencing a range of different pressures regarding 
what is expected of them in terms of their masculinity. These involved pressures in 
terms of gender role expectations, performance, success and appearance which were 
perceived to be linked with young men feeling disempowered and a loss of identity:
‘gender expectations, gender roles, the kinds o f pressures that young men have on 
them, in terms o f performing, achieving, the pressures they have on them to not 
express in particular ways and styles ’ .
(Nigel)
‘For example, a certain adolescent might feel he looks like a wimp, or he looks too 
feminine, or he’s got an idea or model in his mind o f how a man should look. He can 
hate, as part o f the body, he can hate the way he looks, so you get a sense o f  feeling o f  
some adolescent who feel trapped in their own body in their own experience cannot 
find any other means o f expressing them and they feel just hopeless ’.
(Maria)
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‘And I  suppose just wondering iffor a lot o f young men that’s sort o f self-injury is 
about identity and loss o f role and sort o f dis empowerment o f young men, they used to 
be clear about where they would g o ’.
(Anna)
More specifically, Emma spoke about a young man she worked with who struggled 
with the experience of homophobia, which is encouraged by hegemonic masculinity 
(Buttler, 1997; Connell, 1995, 2005) whilst trying to negotiate and develop his own 
alternative masculine identity:
E: ‘At the moment he identifies as bi-sexual but he was ruthlessly bullied as a 
younger teenager by very homophobic peers because he was open about it, so when I  
say he is questioning his sexuality, I  don’t mean that he is questioning -  he’s 
exploring his sexuality, is probably a more appropriate way o f expressing that. Not in 
the sense that he has doubts about his sexuality, but in the sense that he is trying to 
find out what it means to be bi-sexual or possibly homosexual. H e’s not sure. So, and 
then the experience o f having been bullied by others and what that has both given to 
him and taken from him, that’s something he has wanted to talk about more recently. ’
M: And do you think that there’s a link with his self-harm or...
E: ‘I  don’t know yet, but at the moment, with him, i t ’s early days. It may be that self- 
harm is in some way a means that he has found to find  an expression fo r his pain, and 
his confusion. Confusion is wrong, he is nofconfused, he’s actually very clear. But 
i t ’s difficult fo r him; i t ’s difficult fo r  him to be a young man who does not feel that he 
fits with the other young men around him. ’
Related to this hegemonic expectation of heterosexuality is the internalised 
homophobia and the distress this can cause in young men who identify themselves as 
heterosexual but feel that they are either not ‘proper men’ or have homosexual 
thoughts. Skegg et al. (2003) found higher rates of self-harm among men who 
experienced same-sex attraction compared to men who did not. In response to an
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explicit question about masculinity and self-harm, Maria identified this conflict in her 
work with one young man:
‘Well one thing putting in terms o f  adolescents who either feel they might not be 
proper men or they find  themselves having homosexual thoughts and fantasies or, for  
example, I  was thinking about a boy who broke down in university and he didn’t even 
realise that whilst he was masturbating he was having homosexual fantasies, he saw 
himself to be a heterosexual
This demonstrates again the distress that the current hegemonic masculinity can cause 
young men when they defy it, especially in a stage of their lives where their 
development is in a constant state of flux and generating its own anxieties (Erikson, 
1959, 1963, 1968). For most of the young men that the therapists worked with a fear 
of being judged as unmasculine was prominent. This was in terms of talking about 
their self-harm and related issues and a fear of being labelled due to the stigma of self- 
harm i.e. that it is a female issue and seen as not masculine:
%.. because that might be labelled, i t ’s seen as not masculine \
(Nigel)
This fear and stigma were accentuated for the young men Nia was working with in the 
prison context. This leads to a double bind for these young men as they cannot express 
their emotions but have limited access to alternative coping mechanisms. As Nia 
reported, they resort to self-harm, but this in turn is seen as ‘weak’ and ‘unmasculine’, 
causing further distress:
‘...it’s not the done thing i f  you ’re, especially as a man in prison, i f  you are a self- 
harnier, ...there’s quite a stigma attached to it, quite a lot o f labelling goes on. And as 
a man to be labelled as a self-harmer is seen as something weak and powerless and 
that can be quite difficult ...Ify  ou were just showing your emotions everywhere or 
you were getting angry you just would not survive, so a lot o f his self-harm was about 
trying to release the distress that he felt, in a way that he fe lt he could control, and 
manage and survive with...he’s harmed less outside, but then he used to drink loads
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and he used substances loads, so that was his way o f coping with his emotions. I  think 
he had more access to distractions and strategies, none o f them were particular 
helpful in the scheme o f things ’.
Conflicts in male identity development
Maria highlighted an interesting point in terms of the development of young men’s 
gender identity in adolescence, which is a salient feature in the overall identity 
development taking place during adolescence (Josselson, 1987). She questioned what 
kinds of conflicts are present during this stage in terms of role identifications and the 
link between self-harm and their experience of their sexuality and aggression. This is 
important in terms of how young men see themselves in terms of their ‘maleness’ and 
how conflicts can arise based on their own expectations as well as societal 
expectations.
‘Now what are the types o f conflict that this can cause? Well, one o f them has to do 
with their experience with themselves as men somehow and in terms o f what they are 
going to become, and how they relate that to the relationship with their own parents ’.
‘So what are the identifications that are playing a part in that seeing themselves in 
becoming men ’.... ‘And in particular men and boys who self-harm, I  would say that 
there is something about their experience o f themselves in terms o f links between 
sexuality and aggression that cannot be worked out. ’
According to Erikson’s (1959, 1963) psycho-social model of development, these 
conflicts represent developmental crises that need to be resolved for identity formation 
to be complete. Failure to resolve the crisis successfully can result in maladaptive 
responses e.g. self-harm.
Emotional inexpressiveness
The young men that the therapists were working with were perceived to experience 
difficulties expressing their emotions and talking about the self-harm, which is related 
to the expectations of hegemonic masculinity (Connell, 1995, 2005):
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‘And with men, they ’re doing something that in terms o f talking about self-harm and 
talking about their feelings, that i t ’s a very vulnerable experience fo r  them, i t ’s not 
something that their culture supports them in doing. ’
(Nigel)
‘There’s something about, there’s a subgroup o f young men who got no trust for  
people who actually like them, particularly i f  they show their soft, sissy, girly, 
emotional, whatever it is. Their mates like them i f  they are hard enough, but in a way 
that’s another way o f sometimes being non-expressive. ’
(Peter)
Furthermore, the self-harm was perceived to function as a way of expressing their 
emotions in a physical manner because they could not express what they were feeling 
verbally. It was a way to cope with emotions that men were not supposed to have.
‘They cannot find other ways o f expressing what they feel other than on a physical 
level. ’
(Maria)
‘...so it fe lt like the cutting was about really having to sort o f cope with those feelings 
that men aren’t supposed to have ’.,
(Anna)
Anna also noted that for some young men anger was unacceptable to them, feeling 
that they could not turn their anger on others and thus their only option was to turn the 
anger on themselves by harming themselves directly:
‘And what do you do then with that anger? ’ ‘I  swallow it and it gets that big and then 
i f  I  do feel angry, I  can’t be angry out there, I  can’t externalized that anger, so I  turn 
that anger on myself and I  cut myself’.
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This accords with findings from studies that demonstrated high levels of aggression 
and self directed anger in suicide attempting males (Maiuro et al., 1989; Stein et al., 
1998; Vermeiren et al., 2003).
4. The therapeutic process
The participants presented a wealth of data regarding the treatment of the young men 
they had worked with as well as recommendations for working effectively with young 
men who self-harm. How the treatment was implemented varied according to the 
approach of the therapist. However, all considered the therapeutic relationship, 
humanistic values of empathy and a non-judgemental approach and providing a 
containing and safe therapeutic space as essential to encourage the young men to share 
their experiences. Furthermore, what all participants considered to be helpful was 
working towards a deeper and more empathie understanding of the young person and 
their self-harm, including exploring appropriate alternatives, when required either by 
the young person or due to a serious risk to their well being. This approach to the 
treatment of self-harm in young people is consistent with the findings of the National 
Self-harm Inquiry (MHF, 2006).
What stood out as particularly effective in working with young men who self-harm 
was the use of creative techniques by some therapists such as art or poetry, or by 
being creative in finding ways to enable these young men to express themselves:
‘Young men actually find that quite useful though sometimes ...can be really hard to 
start verbalizing, so we do a lot o f art therapy.... ’ ‘We might use a visualization and 
see what experience comes out, and explore that with them and help them sort o f make 
more sense... and sometimes it can be safer to put a feeling down on paper that to 
maybe verbalise it ’
(Nancy)
More specifically, Peter recommended respecting young men’s ways of talking about 
emotions i.e. by allowing them to be somewhat unemotional and yet not avoiding 
emotions. This is because he found that some young men distrust people who like 
them if they show their emotional side due to hegemonic expectations:
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‘But be straight forward, but be curious, like them. There’s something about, there’s 
a subgroup o f young men who got no trust for people who actually like them, 
particularly i f  they show their soft, sissy, girly, emotional, whatever it is. Their mates 
like them i f  they are hard enough, but in a way that’s another way o f sometimes being 
non-expressive. I  know those groups can also have some sort o f sophisticated 
emotional conversations wrapped up in football and this stuff. But it you are going to 
talk emotions, respect the fact that they need to do it their own way, and you can talk 
emotional while giving them some leeway to be unemotional. But respect their way o f 
talking about these things, and in some ways I  think, talking about their cutting. ’
(Peter)
Peter’s acknowledgment that men can be emotional in certain contexts links to 
Walton, Coyle and Lyons’ (2004) empirical observations about specific contexts in 
which men could talk about emotions. Furthermore, Peter’s suggestion of allowing 
men to be somewhat emotional without avoiding emotions accords with Walton et 
al.’s (2004) position that it is possible to challenge men’s relationship with emotions 
but doing so in a way that does not threaten their occupancy of a ‘masculine subject 
position’.
This is related to what Nia found in working with the young men in prison. She found 
that cognitive behavioural therapy worked well with young men as they felt they 
could deal better with their emotions by putting them in ‘boxes’ and thus found it less 
threatening:
‘...it’s harder, in my experience, to work with women on goals and trying to work in 
very CBT focussed way. With men it’s easier because i t ’s almost saying that it puts 
the emotion in boxes. And I  think they find that safer... ’.
Furthermore, Nigel recommended facilitating conversations about young men’s 
experience of their engagement with hegemonic masculinity:
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‘...have conversations about gender expectations, gender roles, and the kinds o f 
pressures that young men have on them \
However, he emphasised the importance of separating ones own engagement with 
hegemonic masculinity as a male therapist from that of the young men.
‘...as a male therapist I ’ve been through my own journey o f  what has been 
challenging and kind o f negotiating my way through the cultural expectations o f what 
being a man is supposed to be about and so I  can really relate and identify with the 
pressures o f that, but I  have to be careful with that, because my story can get confused 
■ with their story ’.
5. Challenges in working with young men who self harm
The therapists spoke about several challenges in both the therapeutic relationship as 
well as in the therapeutic process that they experienced in working with young men 
who self harm. For example, Steven spoke about the difficulty to find a balance 
between remaining accepting and empathie and wanting to rescue:
‘They get pulled into wanting to save, wanting to res cue... so the job is to stay in the 
middle...warm and with feeling, attuned but not taking responsibility fo r  their 
actions ’. ■
However, it seemed that most of these challenges arose in working with self-harm 
and young people in general and not specifically with gender oriented challenges:
%. ■ it can be a very, very emotional interaction when you ’re working with somebody 
that is self-harming ’
(Nigel)
Issues of counter-transference were commonly experienced i.e. of strong emotional 
reactions in themselves when they were novice therapists as well as experienced 
therapists:
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‘Frustrated. Oh, god not again. How many more times am I  going to have to go 
through this? Am I  missing the point here, this sort o f  stuff, looking at my own 
practice? Thinking, you know, is there something that I  could be doing, but realising, 
well, probably there isn’t something that I  could be doing, that is the nature o f our 
type o f work. ’
(Mark)
More specific challenges that emerged from the discussions about working with 
young men who self harm involved engagement issues, resistance, avoidance as well 
as some contextual challenges. For example, Anna found that although she was 
getting a lot of referrals for young men for individual counselling, many did not 
attend:
fI]  found that quite a lot o f young men didn’t actually turn up fo r  their 1:1 
appointment \
She also found it a real challenge to enable young men to stay in the self-harm support 
group her service was running and that avoidance of exploring their feelings and self- 
harm was high:
‘...actually getting them to stay within the group was really difficult...it was quite 
difficult to get them into feelings and looking at their sort o f  [self-harm] \
Maria’s explanation for these engagement and avoidance difficulties was in terms of 
withdrawal from interpersonal relationships and hegemonic expectations regarding 
help-seeking:
‘And even though he got some benefit from coming and telling about the cutting, 
talking about the cutting at the same time these boys do cut connections \
‘...perhaps boys find it even more difficult to seek help than girls because they still 
feel even more than to be a boy, to be masculine needs not asking fo r  help. So, they 
find  it even worse \
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In terms of specific counter-transferential emotions in working with young men who 
self harm, some therapis'ts found that worry about risk of suicide was sometimes a 
challenge:
‘ ...sometimes it is frightening working with boys who self harm, worried about 
suicide, sometimes very worried about that ’.
(Maria)
This is linked to research showing higher levels of suicide among young men than 
young women (Great Britain Office for National Statistics 2007). However, most 
therapists were aware that although self-harm is a risk factor for suicide, it is not 
necessarily so for every young person that self-harms:
‘...they can be part and parcel o f the same presentation, but they don 7 have to be \
(Peter)
When asked about how the therapists managed these challenges, all emphasised the 
importance of support either in one to one supervision or peer supervision:
‘I f  i t ’s not supervision, it doesn 7 have to be supervision, it has to be some kind o f peer 
supervision, support, something; even amongst professionals you have the opportunity 
to discuss your cases. It is absolutely vital, just for process issues, because there is so 
much process. You know you come out o f there and you don 7 know what bit is your 
stuff and what bit is their stuff, you know and to be able to talk honestly about being 
infuriated... i t ’s like you get furious about, and you want the opportunity to be able to 
talk about those emotions as well. So I  think that supervision is crucial in that 
aspect. ’
(Wzq)
However, according to Peter, the usefulness of supervision depends on what the 
supervision involves. He recalled having unsupportive supervision that pressurised 
him to be diagnostic and pathologising and thus inconsistent with his approach:
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‘Yes, but it all depends on who it is. I ’ve had awful supervision and I ’ve had really 
good supervision. And my awful supervision has been with, where I  have been 
encouraged to be very diagnostic, very pathologising. I  just can’t. Maybe that’s my 
limit. Maybe I  should learn to be more diagnostic and, but I  don’t see why ’.
Critical reflection on analysis and interpretations
In terms of my level of interpretation, it could be argued that I was not interpretative 
enough and stayed ‘too grounded’ in the data, even though remaining grounded in the 
data is one of the requirements of ‘good qualitative research’. To reiterate and 
elaborate, my analysis involved a triple hermeneutic rather than the double 
hermeneutic (Smith, Jarman & Osborn, 1997) of standard IPA. The therapists, as key- 
informants, offered accounts of self-harm among young men that consistently featured 
psychological interpretations and thus focussing on the construction and function of 
these accounts could have resulted in creating a further distance from these 
experiences, which might have obscured the data.
A further point surrounds the extent to which the accounts of the therapists reflect the 
views and experiences of the young men that they have worked with. To reiterate, I 
did previously acknowledge that I was dealing with subjective accounts and that they 
may not accurately reflect the views of all self-harming young men. However, 
questions remain in terms of the role the interpretative frameworks of the therapists 
played in their interpretations. For example, were the therapists’ views restricted by 
their clinical theory and therefore their accounts were merely a reflection of their 
theoretical biases? In my attempt to reduce this, I interviewed therapists from a variety 
of different orientations and backgrounds. The analysis revealed a high level of 
similarity in accounts and thus I can conclude that the therapists’ interpretations were 
not only a function of their clinical theories, but were also grounded in the experiences 
of the young men they were representing, despite the psychological terminology.
Another question revolves around whether the therapists had any gender assumptions 
that could have influenced their attribution of the role of gender, male identity and
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masculinity in the self-harm of the young men. Research on therapists’ gender 
assumptions have shown that their biases and stereotypes regarding male and female 
behaviour could differentially influence clinical interpretations and treatment e.g. they 
maybe affirming gender based expectations, (Garb, 1997; Komer & Goldberg, 1996). 
Given these findings, most psychotherapy and counselling psychology training 
programmes emphasise that trainees become aware of their biases towards contextual 
issues of gender, race, culture etc and promote the practice of contextual sensitive 
therapy. However, this does not necessarily ensure that therapists will be ‘bias free’, 
which in essence is not possible; therefore the emphasis is on ‘sensitive’ rather than 
‘neutral’.
It was evident that most therapists did attribute a level of importance to this issue, 
especially in terms of emotional inexpressiveness as well as the conflicts that adhering 
to the current hegemonic masculinity could create. However, they also emphasised 
that the features of self-harm for both genders were largely the same e.g. 
psychological distress from early trauma and affect dysregulation, and that their 
treatment was largely the same but with a slightly different emphasis. This was in 
terms of interventions that could enhance the therapy with young men i.e. by finding 
creative ways to work with the emotional inexpressiveness. They were therefore 
emphasising a gender-sensitive approach. However, future research could include 
administering the Social Roles Questionnaire (Baber & Tucker, 2006) to measure 
therapists’ attitudes towards gender and its influence in working with young men who 
self harm, and also young men in general.
Overview
This study explored the phenomenon of self-harm in young men through the analysis 
of therapists’ experiences and perceptions of the young men with whom they have 
worked. It further explored dimensions of the therapeutic process and challenges that 
the therapists had experienced and perceived as salient in their work. The therapists 
provided a wealth of data and a variety of themes emerged. At the time of conducting 
this study, very little research existed on self-harm in young men and on therapists’ 
experiences of working with self-harm among young men. Due to difficulties
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encountered in recruiting self-harming young men a ‘key-informant’ approach was 
used to gain access to their experiences and beliefs. However, it must be noted that 
these are essentially ‘interpreted accounts’ representing the subjective experiences of 
the therapists and are unlikely to reflect the views of the majority of self-harming 
young men. To give full credit to the experience of both young men who self-harm 
and therapists working with self-harming young men, separate studies are 
recommended for researchers facing fewer constraints.
Due to constraints on space, an in-depth elaboration of the themes could not be 
presented in this paper. Many of the themes reflected overlap with some women- 
centred research, but a fundamental difference was the perceived role of male identity 
and masculinity in the development and maintenance of self-harm. This was in terms 
of a range of pressures concerning what is expected of young men in relation to 
masculinity and struggles with sexuality and aggression during the development of 
male identity. Self-harm was seen by most of the therapists as a way of coping with 
emotions men are not supposed to have. Furthermore, for some young men, the self- 
harm seemed to represent a way of coping with homophobic bullying and the distress 
resulting from defying hegemonic masculinity whilst trying to establish alternative 
masculinities.
It was also clear from the analysis that the conceptualisation of self-harm in young 
men needs to be broadened to include other forms of self-destructive behaviour such 
as getting into fights, reckless driving and dangerous sports, all with the aim of injury 
to self. These are seen within the current social discourse as more socially acceptable 
male behaviours and thus the young men can keep this form of self-harm more 
hidden. Furthermore, for the young men who self harm directly there is a double 
bind; they cannot show certain emotions and then cope with self-harm, which in turn 
is seen as unmasculine, causing further distress.
This study highlights effective interventions and therapist attitudes in treating young 
men who self harm as well as the challenges and importance of effective therapist 
support. Although the therapists varied in their therapeutic models, there were many 
similarities in what they found helpful. Many of these ‘ingredients’ were seen as
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essential in working with young people who self harm in general, such as an empathie 
and deeper understanding of the young person and their self-harm instead of focussing 
on stopping the behaviour. Interviewing therapists irrespective of their therapeutic 
model is consistent with the approach of moving towards integration emphasised by 
many training courses in Counselling Psychology currently available. Specific 
‘ingredients’ in working with young men that emerged from the study involved the 
use of creative ways to enable young men to verbalise their experiences and emotions 
and allowing young men to be unemotional whilst not avoiding emotions (due to 
current hegemonic expectations that some young men experience). In addition, it was 
recommended that facilitating discussions about the experience of their engagement 
with hegemonic masculinity would be beneficial.
It was clear that the therapists experienced many challenges in working with self-harm 
in general and specifically with young men who self harm. Support such as 
supervision and peer supervision was seen as crucial if  congruent with the therapist’s 
approach. Some therapists who work within the health service can experience 
pressures to pathologise and diagnose which are not always considered helpful. Indeed 
current research (Corrigan, 2007) shows that this can cause more harm than benefit to 
the recipient of such a diagnosis, such as distress from stigma.
Although this study has limitations in terms of not involving direct accounts from self- 
harming young men, it does serve to raise the awareness of self-harm among young 
men, the possible link with conflicts in male identity development during adolescence 
and the negative consequences of the pressures of hegemonic masculinity. 
Furthermore, it serves to inform effective therapeutic interventions in working with 
young men who self harm.
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Appendix 4
Interview Schedule
Interview questions and probes 
Opening phrase
“I would like to invite you to share your perceptions and experiences of working with 
young men between the ages of 15 and 24 who self harm, for example by cutting, or 
punching walls, or burning themselves with cigarettes, or self poisoning.”
Nature o f the issues young men who self-harm present to therapy
1. Reflecting on your clinical experience what kind of issues do young men 
who self harm typically present?
A participant may respond that they can’t really generalise about them as a 
group, that the presenting problems/contributory factors are extremely varied 
and that they regard each client as an individual. Acknowledge what they have 
said and ask them to give examples of such varied issues.
• What were their reasons for coming to therapy? While respecting 
client confidentiality, could you give me an example
• What were their explanations for their self-harm? Could you give 
me an example?
• How did they feel about their self-harm? Could you give me an 
example?
• What were their thoughts about their self-harm? Could you give me 
an example?
• How did they feel talking about their self-harm? Could you give me 
an example?
• How did they feel about coming to therapy? Could you give me an 
example?
Similarities and differences between young men and young women
2. Reflecting on your clinical experience with both young men and young 
women who self harm and thinking about possible underlying factors or 
issues, do you think there are commonalities or differences or both?
A participant may respond that they can’t really generalise about them as a 
group, that the presenting problems/contributory factors are extremely varied 
and that they regard each client as an individual. Acknowledge what they have 
said and ask them to give examples of such varied contributory factors.
If yes, probe with:
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From your experience, what are the commonalities, if  any, among 
young men and young women who self harm?
From your experience, what are the differences, if  any, among young 
men and young women who self harm?
Are there differences in their goals, if any, that they brought to 
therapy? If so, what are they?
Can you think of a specific case that highlighted this to you?
Development o f self-harm in young men
3. Reflecting on your clinical experience with young men who self harm and 
thinking about the development of self-harm, do you think that there are 
common factors, different factors or both that contribute to the 
development of self-harm in young men?
A participant may respond that they can’t really generalise about them as a 
group, that the presenting problems/contributory factors are extremely varied 
and that they regard each client as an individual. Acknowledge what they have 
said and ask them to give examples of such varied contributory factors.
If yes, probe with:
• What are your perceptions of the common factors that have 
contributed to the development of self-harm in young men?
4. Why do you think the rates and repetition of self-harm among young men have 
increased in comparison to young women over the last twenty years?
• What do you think has contributed to this increase?
• Can you tell me about any sources of influence in your views?
Information regarding the therapeutic process
4. What did the therapy involve?
• Can you tell me about how you applied your approach to working 
with these clients?
• What kinds of techniques did you use?
• What was helpful and not so helpful in the therapy?
• How did you foster and maintain a therapeutic relationship?
• While respecting client confidentiality, could you give me an example 
of a case that you think of as a ‘success’?
5. What kind of difficulties or challenges, if any, have you experienced in 
working with young men who self harm?
• What was the nature of the difficulties? What were your thoughts 
and what did you feel?
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To elaborate on the kinds of difficulties you experienced, can you 
think of a specific case?
6. How did you manage these difficulties?
• What kind of therapeutic interventions did you use to manage these 
difficulties?
• In what way did you make use of supervision?
7. If you were making recommendations about how to undertake effective 
therapy with young men who self-harm, what would you say?
• Is there anything that you would do differently in your future work?
Information regarding the role o f male identity
8. You have spoken about a number of factors that in your experience have 
contributed to the development and maintenance of self-harm among young 
men. I wonder if there are any other factors. For example, it has been written 
that struggles regarding male identity may contribute to the development and 
maintenance of self-harm in young men. What are your views on this?
• Based on this, how could this issue be addressed in therapy with 
young men?
Closure
Before we end, are there any other issues relevant to this research topic that I 
haven’t covered but which you think are important?
• How did you find the questions?
• Are there other questions that you would have liked to have been 
asked? If yes, can you tell me why you feel that this should have been 
part of our discussion?
Reflection on interview process
Thank you very much fo r  participating in the research. Before we end I  would like to 
spend some time reflecting on what it has been like fo r  you to take part in this 
research.
How do you feel now?
How do you feel about this topic after participating in this interview?
Has there been anything useftil or valuable about the interview that you can take away 
with you?
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Is there anything you would like to add, or ask me?
This brings us to the end o f the interview. Again thank you very much fo r  taking the 
time to participate in this research. Your identity and the identity o f any others that 
may have been disclosed in the interview will remain confidential and what you have 
said will be treated with utmost confidence. The audio-tape will be kept secure and 
completely erased following submission o f the report. Once the report has been 
submitted you will receive a copy.
Other prompts
• Could you tell me more about that?
• What makes you say that?
• Could you give me an example of what you mean?
• How do/did you feel about that?
• Why do you think that might be
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Appendix 5
I  Ptiiversitir o f Siirreir
Department of Psychology
Direct line: 01483 686931/01483 689176
CONSENT FORM
Research study title: Therapists’ perceptions and experiences of working with 
young men who self harm
Please read the information points below. Should you agree to participate in this 
study, please sign this consent form to provide your consent to participate and to 
confirm that you have read the information below and the information sheet.
• I, the undersigned, voluntarily agree to take part in the study on the 
perceptions and experiences of therapists working with young men who self 
harm.
• I have read and understood the Information Sheet provided. I have been given 
a full explanation of the nature, purpose, location and likely duration of the 
study, and of what I will be expected to do. I have been given the opportunity 
to ask questions on all aspects of the study and have understood the advice and 
information gives as a result.
• I understand that all personal information relating to research participants is 
held and processed in the strictest confidence, and in accordance with the Data 
Protection Act (1998). I consent to the interview being audio recorded, and to 
the recording being transcribed for the purposes of this research, and that 
anonymity will be maintained.
• I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice, and any details and/or 
information already gathered from me will be destroyed.
• I confirm that I have read and understood the above and freely consent to 
participate in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of this 
study.
Name of participant:    Signed: ___________________
(BLOCK CAPITALS)
Name of witness:   Signed: ___________________
(BLOCK CAPITALS)
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Appendix 6.
I Ptiiversitir o f S o r t ir
Background questionnaire
Thank you for participating in this research study. I would appreciate it if you could 
complete this background questionnaire about yourself. The information will not be 
used to identify you because this research is entirely confidential.
1. Age:__________
2. Gender:
3. Ethnicity (tick):
A) White
British__
Irish__
Any other White background, please write in below
B) Mixed
White and Black Caribbean__
White and Black African__
White and Asian__
Any other mixed background, please write in below
C) Asian or Asian British
Indian__
Pakistani _
Bangladeshi__
Any other Asian background, please write in below
D) Black or Black British
Caribbean__
African__
Any other Black background, please write in below
E) Chinese or Other ethnic group
Chinese__
Any other, please write in below
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4. Highest Educational qualifications (tick):
None
GCSE(s)/0-level(s)/CSE(s)
A-level(s)/AS-level(s) ___
Diploma ___
Degree ___
Postgraduate degree/diploma
5. Professional qualifications:
6. Professional association(s) by which you are currently accredited/belong to
7. What is your professional title, e.g. psychologist, psychotherapist, counsellor?
8. What is your therapeutic orientation and what therapeutic orientation do you use in 
your work with self-harm? (Please describe briefly):
9. Number of years of therapeutic experience:
10. Approximately how many young men who self-harm have you worked with?
12. Approximately how many young women who self-harm have you worked with?
13. Other settings where you currently work:
Thank you for filling out this questionnaire
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Appendix 7
Transcript: Nigel
M: So, I’d like to invite you to share your perceptions and experiences of working 
with young men, between the ages of 15 and 24, who self harm. For example, by 
cutting, by punching walls, by burning themselves with cigarettes; that sort of self­
destructive behaviour. So, reflecting on your clinical experience, what kinds of issues 
do young men who self-harm typically present, what are the kinds of issues?
N: What are the presenting problems they are bringing?
M: Yes
N: Yes, because quite often the self-harming behaviour is something that is talked 
about in the course o f the therapy, it isn 7 necessarily the concerns that they have got. 
There could be lot o f conflict at home; there could be bereavement issues that haven 7 
really been resolved. A lot o f emotional pain, so the self-harm seems to be a way that 
the young person maintains a sense o f control.
M: So the sort of issues regarding life conflicts that the self-harming young men are 
presenting, the primary issues that they bring to therapy. So there are different kinds 
of issues?
N: Yeah, like there 7/ be maybe abuse issues, whether i t ’s physical, sexual abuse, high 
family expectations, a lot o f self-doubt, a lot o f anxieties around what the young 
person has perceived as being expected o f them and the outcomes. Some long-term 
history o f emotional abuse within the family and the self-harming behaviour has come 
out o f that as a way that the young person manages their anger, and keeps in check 
somehow.
M: OK, so when they came to therapy and they started talking about their self-harm, 
what kind of explanations did they give for it? Did they have an understanding of 
what it was about?
N: It varies; sometimes the self-harming behaviour is just an outburst, a pattern o f 
anger management, a style o f anger management. So it could be that usually when a 
young man will punch holes through walls, and doors and wardrobes, and so there’s 
a build up, a situation, a build up o f anger, retreat to their room and then kind o f 
punching o f walls with the knowledge that they 're going to hurt themselves, so they 
don 7 have a punch bag, so initially, it's a denting a way that they started to vent their 
anger. Other times, it's a bit more ritualised than that, it's a bit, it's how the 
behaviour itself has come about, can be quite as serious, sometimes it had come about 
because o f just the collective stories that get hurled about, the ways that people 
manage distress, but sometimes it's almost as i f  every young person will have their 
own way o f getting there. But it can end up with a very ritualised activity that takes 
place in the privacy o f their own room. And sometimes have a box o f razors or sharp 
objects and will actually go into their room and close the door and get the box out and 
then start that kind o f almost ritual behaviour.
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M: So on the one hand it’s impulsive, the anger management on the spot, the other 
one is ritualised.
N: It's become ritualised over time, but it follows a situation, and a situation could 
involve an interaction that has taken place with a family member or something that 
has happened at school or something that’s happened in their own social network, 
and then the young person is left on their own and are confronted with a real struggle 
in knowing how to process the feelings that have come about as a result o f  that 
particular interaction whether with a parent or sibling or whatever. And so it 
becomes almost an unbearable pain so that the self-harming behaviour seems to be a 
way that another pain is manufactured that takes the place of, and distracts this 
deeper emotional pain that’s quite frightening. So, it's a distraction it's replacing one 
pain with another that's more manageable that they have a sense o f control over.
M: So, when they come to therapy how do they feel about talking about their self- 
harm and do they have any thoughts and feelings about the behaviour.
N: I  think sometimes there's a sense o f shame, because the behaviour exists, i t ’s a 
kind o f secret. Sometimes I  think in situations where the wounds are parts o f the body 
that will never be seen, you know, the thighs, inner thighs or lower abdomen. 
Sometimes you a bit more closer to possible. What's the word?
M: Disclosure
N: Disclosure, so it might be on the upper arms or forearms or on the wrist, but just 
so that there’s a slight possibility that somebody might see, but slightly flirtatious 
really. But at other times there's burns, and they ’re pretty obvious and i t ’s a way that 
the young person is trying to make a statement that is calling out fo r  somebody to say, 
‘well what is that ’? And want to be a bit curious and enquiring about the history 
behind this cigarette burn, the history behind these lacerations that, so i t’s a way they 
try to react about communication. But there’s always a lot o f  anxiety, apprehension 
and shame that’s attached to the behaviour.
M: So quite strong feelings attached to it. And how did they then feel about coming to 
therapy and addressing the issue.
N: I  think the issue o f self-harm, the sharing o f the story o f the act o f self-harm isn 7 
what’s talked about initially, unless i t ’s the kind o f self-harm behaviour that I  
mentioned earlier where there’s a kind offlare-up o f anger and they go to their room 
and start punching the walls and they end up practically breaking their fingers. That 
seemed to be easier to talk about than the other, which the more kind of, almost 
disassociated, very split off, secret, calculated, controlling behaviour o f cutting and 
burning cigarettes and where this kind o f different pain that is kind o f slowly 
intensified and sometimes you almost feel it has a kind ofperverse, a kind o f sexualise. 
I  say that word, I  suppose, what I ’m meaning by that is it has such an intimate aspect 
attached to it and such a sense o f vulnerability and intensity, and high fe lt emotions, 
that’s secret. And o f course for young people, other aspects o f their lives where those
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kinds o f dynamics ofplay, their struggle with working through the sexual feelings and 
experiences
M: So, if you were to, whilst respecting client confidentiality, could you think of a 
case which brings these things to mind, which illustrate these issues.
N: I  suppose i t ’s, I  don’t know -  i t ’s a bit difficult. I  think that there are several cases 
that come to mind. One that involved a long history o f physical and emotional abuse 
and self-harming behaviour being a way that a young person kept their own anger in 
check in order to avoid further escalation o f the violence they were experiencing with 
one o f their parents, and (pause) .what were you wanting to know?
M: A young man who came to therapy, and the process of disclosing the self-harm 
and the issues that he brought -  just someone that pops to mind.
N: Really, the way I  particularly approach scenarios where there is an element o f  
self-harm is that I  think that it is very important to respect the disclosure when it 
comes about. And it comes about after a really good therapeutic relationship has 
been established, but what’s really happening, that’s really important are the events 
surrounding the self-harm. It ’s not the self-harming behaviour itself, so I  try not to 
focus too much on that, obviously, I  won’t avoid talking about it, but what I ’m much 
more curious about is what brought that about, and also try to empower that young 
person to find a way o f managing the emotional experiences that up to that point have 
been impossible fo r  them.
M: OK, So that’s how you would work with them, more specifically, but that actually 
brings us to another point I want to talk about, the therapeutic process involved. You 
just mentioned the way you apply your approach to young men specifically, can you 
tell me a bit more about how you apply your approach to working with young men.
N: With young men as opposed to young women
M: Yes
N: Um, I  don’t really know i f  there is any real difference so much as except that one 
might have conversations about gender expectations, gender roles, the kinds o f  
pressures that young men have on them, in terms o f  performing, achieving, the 
pressures they have on them to not express in particular ways and styles because that 
might be labelled, i t ’s seen as not masculine. Just to really encourage and validate 
the importance o f emotional expression, in valuing emotions. I  think that one woman 
that I  worked with who self-harmed quite a lot -  there was a very specific area o f her 
life that became the focus o f her world which was to help her work through a very 
painful bereavement around her mother’s death, and that was a period o f her life that 
was locked in the past, and no-one was really helping her connect with that 
relationship with her mother which was really important and there’d been a new 
reconstituted family that she had a particular place in, as the one who had this other 
mother and she had a very difficult relationship with her step-mother, and a lot o f her 
self-harming behaviour was tied up in not just anger, but a lot o fgrief and sadness, 
because it all kind o f -  but, techniques, approach, you can have a situation which is so
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complex in terms o f the different emotions that are at play and the different situations, 
that those emotions are coming from. So the work o f therapy is to start to bring a bit 
o f clarity and differentiation into the situation, so that emotions can be identified and 
things can start to be put together where they might belong, and the young person can 
feel a bit less- chaotic by what is going on. Does that make sense?
M: Yes, feeling more contained and making sense of emotions they have difficulty 
expressing.
N: Because o f the anger, there ’II be tears, there ’II be sadness, there ’II be 
disappointment, there ’II be such a range o f different kinds o f emotions that are really 
fe lt very intensely, and so i t ’s important to help the young person to disentangle that, 
and you know that sometimes you end up working with something that has happened 
many years ago and hadn ’t really been resolved.
M: OK. Have you thought about what was helpful and what was not helpful in 
working with young men? Can you think of anything that was and wasn’t?
N: I  think that the important thing that was really helpful is pacing the work, so that 
one doesn ’t go too fast towards areas that you begin to realise are quite embedded 
with a lot o f vulnerable feelings that we don’t go too fast with that and you also don’t 
stay any longer than absolutely necessary, so that the young person feels safe. You 
never leave a session, ending with the vulnerability and the pain really exposed, you 
kind o f make sure that you ’re watching time so that you bring things back together 
again and round a situation and reassure the continuity o f the meetings so that you 
provide a secure base o f continuity. I  think that is very important.
M: So a sense of grounding towards the end so they are not left with those vulnerable 
feelings.
N: And with men, they ’re doing something that in terms o f talking about self-harm 
and talking about their feelings, that i t ’s a very vulnerable experience for them, it’s 
not something that their culture supports them in doing and so you really have to be 
very respectful o f boundaries.
M: And that is also quite a different thing when working with young men and young 
women, is that it’s quite a different experience for young men, they feel quite 
vulnerable to talk about their feelings.
N: Yes, I  think so (pause) Um (pause)
M: OK
N: Not sure. I  don’t want to marginalise a young woman’s vulnerability and 
experience.
M: So there are some similarities, there are differences, so it’s not marginalising it for 
a young woman. So, were there any kinds of difficulties, or challenges, in working 
with young men, if at all? How were you able to manage them if there were any?
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N: I  think some o f the difficulties might be in a sense that their relationships aren’t
always those that support sensitivity and so it could be as a therapist; you end up 
feeling you are the only person that you ’re the only person that they are talking like 
this with. You are the only person that is nurturing this, and I  think that women have 
different kinds o f relationships that help them stay in touch with their emotions 
whereas men don’t always. So it might be that in the therapy that is the only place i t ’s 
happening and so you ’ve got a gap between the next session where they are going to 
have to somehow manage the kind o f feelings that are coming up and not act them out. 
So sometimes it can be a worry about that, and that maybe the impulsiveness (pause) 
the two, the three people that I  have worked with, who attempted and two succeeded 
in committing suicide have been men. So that adds an anxiety, I  think, o f therapists, 
so experience adds a colour to the dynamics as well.
M: Your own feelings and what that brings up for you as the therapist
N: Yes when you ’re working with a young man and he suddenly is presenting with 
self-harming behaviour and you see the extent to which they are behaving and you 
start to struggle with your own associations, but that don’t apply because each person 
is unique. But, none-the-less, fo r me the times in my professional work where clients 
have successfully committed suicide has been in situations where those young men 
have been self-harming.
M: So the risk attached to that is more pronounced with young men, for suicide?
N: But I  don’t know, i t’s just been my experience
M: Hmm so in your experience, and so how did you manage those difficulties?
N: Iwasn ’t working with them at the time it happened, and for different reasons we 
kind o f finished the w ork-w hile in the process ofpossibly coming back, somehow it 
happened, I  was working
M: OK, so did supervision play a role in helping you manage your own...
N: Absolutely, absolutely imperative. You know i t ’s somehow just knowing that I ’m 
relatively able to talk with my supervisor about how I ’m feeling in relation to that 
client and to -  and again I  suppose i t ’s a mirroring process that I  disentangle the 
chaos when I  talk and I  feel calmer and then have a sense that my calmness gets 
communicated to the client. That I  am someone who actually can tolerate their 
destructiveness, that I  can tolerate their anxieties that they find so unbearable and 
that helps them feel a bit calmer.
M: OK, so supervision is imperative and...
N: Absolutely
M: And that is something you would recommend all therapists working...
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N: Absolutely
M: And is there anything else that you would recommend for therapists who work 
with young men who self-harm. Are there any recommendations you could make for 
effective therapy.... ?
N: Well first o f  all, supervision is absolutely crucial in that, and that personal therapy 
I  think, is also really important experience that helps the therapist process the way 
our client’s experiences are impacting in their life. You can get a perspective; get a 
sense o f what is your anxiety and what is theirs. That you can reflect on your own 
emotions so they don 7 get too overwhelming. And I  think that as a male therapist I ’ve 
been through my own journey o f what has been challenging and kind o f negotiating 
my way through the cultural expectations o f what being a man is supposed to be 
about, and so I  can really relate and identify with the pressures o f that, but I  have to 
be careful with that, because my story can get confused with their story. And I  
suppose that one is able to be open within the agency about what is going on, so that 
one can have support to get a balanced case load so that you ’re not working with too 
many self-harming, suicidal clients, and you can talk to your colleagues about that 
and you can share your uncertainty about how to go forward in a situation. Very 
important.
M: That support is very important to take that balanced approach and not too many 
clients on your case load because of the difficulty of the work. And, so reflecting on 
your experience with young men who self-harm and thinking about the actual 
development of self-harm, do you think there are common factors, different factors, or 
both that actually contribute to the development or aetiology of self-harm in young 
men?
N: Well, I  am sure there are. I ’m sure there are (pause) I  mean quite often when the 
family life and the home environment isn 7 a kind o f nurturing, validating, 
environment that can contribute to a young persons need to withhold the feelings and 
repressed feelings and shut down feelings and that doesn 7 mean those feelings go 
away and disappear, they have to be managed and dealt with, so where’s there’s a lot 
o f violence in the home or when there’s been a lot o f  violent, traumatic events that 
haven 7 been processed, that haven 7 been talked about that the young person has 
been just left to kind o f resolve those issues in isolation, I  think that can be a kind o f  
contributing fact. When there’s a strong sense o f conditional positive regard, that 
gets reinforced through the kinds o f communication and behaviour that goes on 
between a young person and the significant carers in their life, I  think that can also 
contribute, because it reinforces the need to present an certain image in order to be 
accepted and cared for, and the self-harming behaviour, at least the organised kind o f  
self-harming behaviour is a way to keep the kind o f social persona in place. So that 
nobody sees your rage, nobody sees your distress, so you can contain it in secret, in 
your own space and that’s usually through finding another pain that replaces it and 
then the tension dies down. The other kind o f self-harming, the punching o f walls and 
I  think that’s slightly different..
M: Different in what way?
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N: I  think in the sense that people, other members o f the family will hear the walls 
being punched, they will see the holes in the cupboard; they will hear the screams, the 
shouts, the rage. Whereas the other kind is a silent, more self-punishing kind o f  
behaviour.
M: Hmm I see. Ok research has shown that the rates and repetition of self-harm 
among young men has increased.....
N: the...?
M: The rates and repetition that self-harm, the frequency and the rates of self-harm 
among young men have increased over the past 20 years in comparison with young 
women so it seems that more and more young men are self-harming and the rates of 
self-harming has increased among them as well. I was wondering what do you think, 
in your experience, what do you think has contributed to this increase and why is there 
more young men self-harming?
N: Probably there are certain things that are happening more and more in, you know 
the more family break-downs, more anxieties in lifestyles choices, higher levels o f  
uncertainty, a lot more pressures really, more break-down in secure based structures 
and I  think that, what hasn’t happened along with that is a kind o f  encouraging o f men 
to express their emotions in how they feel about things. So you put the two together 
and you ’ve got a fairly nasty combination. ,
M: So it’s due to the break-down (pause), one of the factors might be due to the 
break-down of families and at the same time that men haven’t been encouraged to find 
expression of their emotions or ways to manage it.
N: Yes, I  think so, and not just family break-down, but the pressures in general o f  
life, I  mean you think about the estrangement young men have from role-models, and 
their fathers and the position that they are placed when they might be the only male in 
a family and have to kind o f work through confusing roles that they clearly imagined 
they have to play -  nobody is actually telling them they have to take on those roles, 
but they just feel them, because o f the nature o f what happens when you find  yourself 
being the only man in a family, with your mother and sisters and your father is no 
where to be seen. Your mother isn’t asking you to take on that role, i t ’s just felt. So 
things like that, or just the anxieties o f achieving. There’s just a lot o f uncertainties. 
The world is changing, the world has speeded up a lot I  think.
M: Because it has also been written, like what you said before, that masculinity and 
male identity may contribute to the development and maintenance of self-harm among 
young men and I was just wondering what other thoughts you had on that?
N: You ’re saying that masculinity and male identity may contribute to experiences o f 
self-harm fo r young men. And what else might contribute.
M: Whether you would agree with that:
N: Oh yes, I  definitely agree with that......
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M: Now for therapists working then with young men who self-harm, how can that 
issue be addressed in therapy?
N: Well I  think that just to make sure that conversations take place with the young 
people about how they are experiencing roles and expectations and I  think that it can 
be -  what’s the word I ’m looking fo r  -  it can be very easy to focus on a symptom that 
you ’re presented with and not talk about the wider context that’s creating the kind o f  
stress and anxieties and I  think that one can feel so anxious about levels o f risk that 
the self-harming behaviour represent, that the conversations and therapy can get 
organised around that, to the detriment o f not helping that young person explore their 
relationship with a society and with family and with their own past and the lifecycle 
changes and the experiences o f separation and loss and attachment, kind o f dynamics. 
And that is where the work o f therapy takes place, in that domain, but i t ’s very easy 
because o f the anxiety that gets generated around self-harming behaviour to not feel 
that you can risk going up into that, because that is where you need to go really, 
because you need to help build confidence, and help build a more coherent narrative, 
to use therapy parlance, and that builds a stronger more cohesive inner world, that 
young person is
M: So, a therapist is not to be afraid to explore these issues with the younger person 
in the wider context.
N: Yes
M: OK, so this basically brings us to the end and I was wondering whether there are 
any questions that I might not have asked that you think might be relevant to this 
topic, or anything that you would like to add.
N: Whether w e’ve talked enough or highlighted the importance o f sexuality and the 
kind ofprocess o f integrating that, because I  think that one o f the things that happens 
in today’s culture is that i t ’s almost as i f  there’s a kind o f erotic kind o f  eroticisation, 
would that the word, o f life, that puts things out o f sync somehow. There’s a lot o f 
pressure to have that sorted and to perform and I  think that puts an awful lot o f  
pressure on young people, male and female, and so they get into relationships too 
quickly, too tense and it becomes very hard to manage the complexity o f the kind o f  
feelings that get generated, and it gets really messy and chaotic, so I  think that is 
probably quite an important area to bring into the frame.
M:' So the sexual, relational pressures, that’s quite important, because that can 
actually contribute, or play a big part in self-harm. As a way to manage those 
pressures or feelings. OK. So, is there anything else, how did you find the questions?
N: Quite perceptive questions really, and i t ’s hard to generalise but I  found that I  was 
going back and I  was thinking about particular clients, but not wanting to kind o f  
focus too much on them, but to see things in a more general way. It can be a very, 
very emotional interaction when you ’re working with somebody that is self-harming, 
and I  think that i t’s important to kind o f highlight just how much that can impact on 
the therapist and then the influence that will have on what takes place in the
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therapeutic space. And what can come into play to help manage that and to help calm 
and contain the anxieties. Because it does generate to offload pressure, so one gets 
out o f synch, because like I  said earlier, we weren’t getting the rhythm i t ’s very 
important pacing the work and i t ’s very important.
M: Especially important for a therapeutic relationship, like you mentioned before, to 
help strengthen the therapeutic relationship. OK. ITl switch off now.
N: I  hope I  haven’t spoken too much -
Tape is switched off and debrief follows
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Appendix 8 
Table of super-ordinate and sub-themes
Superordinate themes Subthemes
1. Early influences - Traumatic and overwhelming emotional 
experiences
- Early childhood influences
- Invalidation
- Absence o f learnt emotional coping 
strategies
2. Sexuality and developmental changes - Developmental and social struggles 
with sexuality and sexual anxiety
- Struggle with sexuality and sexual 
development
- Developmental changes
3. Interpersonal challenges - Interpersonal conflicts
- Interpersonal relationship changes
- Family conflict
- Adult/child conflict and dependency 
struggle
- Attachment difficulties
4. Male identity and masculinity: 
hegemonic expectations
- Male identity and struggles with 
hegemonic masculinity
- Conflicts in male identity development
- Emotional inexpressiveness
5. Emotional chaos and affect 
dysregulation
- Unbearable emotional chaos
- Overwhelming emotional chaos
- Emotional distress
- Emotional dysregulation e.g. 
suppression
6. Unstable environment - Lack o f emotional support
- Unstable environment
- Broken down family environment
7. Function of self-harm - Communication to other
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- Survival
- Coping strategy: managing emotions 
and experiences
8. Control - Sense o f control
- External lack o f control
9. Nature of self-harm - Style o f self-harm: ritualised or 
impulsive
- Secrecy
- Conceptualisation o f self-harm in young 
men
- Addictive and reinforcing cycle o f self- 
harm
- Difference in severity between genders
- Self-harm as a symptom
- Similarity o f underlying issues
10. Meta-emotions - Shame and secrecy
- Difficulty to disclose
- Despair and distress
- Fear o f madness
- Fear o f judgment
- Fear that self-harm will become out o f  
control
- Curiosity, seen as a positive
11. Relationship with self - Managing the self in public
- Unacceptable feelings
- Self punishment
- Self isolation
- Unwanted self
- Low self-esteem
- Self-doubt
- The body in self-harm
12. Comorbidity - Substance misuse
- Presence o f mental health disorders
- Presence o f learning disability
13. Social awareness and modelling - Social awareness o f  self-harm as 
available option to manage distress
- Social awareness o f male self-
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harm/reported more 
- Modelling behaviour from others: 
websites, in-patient settings, recognition 
among young people
14. Therapeutic process - Self-harm not always seen as main goal 
to address
- Facilitating acceptance to engage: 
working through anxieties, avoidance 
and resistance
- Importance o f boundaries
- Role o f therapeutic relationship in 
working with young people who self harm
- Balanced approach: not rescuing but 
remain empathie
- Enable empowerment and control
- Create a safe, stable and containing 
therapeutic space
- Safety
- Most therapists endorse focussing on 
underlying issues
- Exploration o f development, meaning, 
patterns, triggers, and alternative coping 
strategies: working towards a deeper and 
empathie shared understanding
- Emotional processing
- Use o f creative interventions with young 
men who self harm
- Facilitating verbalisation o f experiences
- Enabling conversations about young 
men’s engagement with hegemonic 
masculinity i f  an issue.
- Emotional processing
- Therapist way o f being
- Strengthen sense o f self
- What is helpful/unhelpful in working 
with young people who self harm
15. Challenges in working with self-harm 
and therapist support
- Countertransference: emotions in 
therapists and others
- Risk o f suicide
- Engagement issues
- Resistance, avoidance and client 
readiness
- Contextual challenges
- Novice therapist challenges_____
154
- Challenges in the therapeutic 
relationship
- Therapeutic process challenges
- Challenges in working with young men
- Importance o f supervision and therapist 
support
16. Subculture and socially acceptable 
forms of self-harm
- Role o f sadomasochism
- Part o f subculture
- Socially acceptable forms o f self-harm: 
tattoos, piercings, body modification
17. Mental health system and healthcare 
system: unhelpful responses
- Medication and labelling o f young men 
who self harm- more likely to be given 
diagnosis o f disorder than purely SH
- Unhelpful responses from healthcare 
reinforces behaviour 
-Experience o f healthcare: unhelpful 
attitudes
18. Protective factors - Importance o f supportive environment 
and parents
- Ability to tolerate conflict andpercéived 
deficiencies
- Acceptance o f development
- Distress tolerance
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Appendix 9
List of domains
A) Social and Psychological risk factors for the development and maintenance of self- 
harm in young men
Early influences
Sexuality and developmental changes 
Interpersonal challenges
Male identity and masculinity: hegemonic expectations 
Emotional chaos and affect dysregulation 
Unstable environment 
Comorbidity
Social awareness and modelling
Mental health system and healthcare system: unhelpful responses
B) Conceptualisation of self-harm in young men
• Function of self-harm
• Control
• Nature of self-harm
• Meta-emotions
• Subculture and socially acceptable forms of self-harm
C) Relationship with self
D) Therapeutic Process
E) Challenges in working with self-harm and therapist support
F) Protective Factors
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Appendix 10
Reflections on the research process: from choosing the topic to completion of the 
study.
Initially when I chose self-harm as a topic for my literature review I was unaware of 
the deeper significance of the reasons for choosing this topic. Or rather I was in denial 
of the significance. Upon reflection during my personal therapy, after the completion 
of the literature review, I realised that self-harm had played a prominent part in my 
family and researching the topic was my attempt at making sense of and finding 
meaning in this phenomenon as well as confronting my denial. It was thus an 
‘unconscious selection’. My brother, who had worked as a medical doctor, had been 
fighting a 5 year battle of heroin addiction. The last few months of his life, he had 
conquered that battle through an intensive rehabilitation programme but continued to 
neglect himself and worked 36 hours shifts in a government hospital. He became ill 
with a dangerous flu and the combination of a weak heart from the damage of his 
addiction; he died in his sleep at the young age of 29 three years ago. In essence, my 
brother had been engaging in self-destructive behaviour or a form of self-harm.
His death occurred in my final year of my MSc in Counselling Psychology and 
supervision and personal therapy proved invaluable in enabling me to grieve and 
reflect as well as continue with my training. After completing the literature review for 
the PsychD in Psychotherapeutic and Counselling Psychology, I decided to research 
self harm in young men as it was evident that self harm was conceptualised as a 
‘female issue’ and thus self harm was essentially hidden in men. I started exploring 
avenues to recruiting young men who self harm and found that young men who 
present with self-harm are mostly treated in the mental health system in the NHS. Due 
to time constraints and the time it takes to be granted ethical approval to conduct 
research within the NHS, I realised that I would be unable to recruit a viable sample 
within the time constraints of the course. Furthermore, most youth counselling 
agencies I contacted informed me that they had few male clients and that they would 
not engage in research due to the sensitive nature of my topic. I decided that a more
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anonymous approach may encourage young men who self harm too participate. I 
decided to recruit participants through internet support groups aimed specifically at 
self-harm.
However, in the process of exploring this option and writing my research proposal my 
mother committed suicide, yet another terrible shock. Since my brother’s death my 
mother had been struggling to work through her grief with the help of a therapist but 
secretly she had been suppressing her emotions with tranquilisers -  another form of 
self-harm. I flew to South Afnca, where my mother lived, in order to take care of her 
funeral, deal with the estate and pack her belongings. Upon my return I gradually 
returned to seeing clients under close supervision and utilised personal therapy to 
enable me to grieve. I also started to reconnect with my research study which was a 
very emotive experience and brought my own views and reactions on self-harm to 
light. I viewed my mother’s suicide as ‘weak’ and ‘selfish’, which it clearly wasn’t 
and as the ultimate self-harm although research does not equate self-harm with 
suicide, but that it could be an associated risk. I realised how unhelpful these beliefs 
could be in working with self-harming and suicidal clients.
At this stage, less than a month after my return I found out I was pregnant, which both 
shocked me and delighted me. I realised that my pregnancy, which was my first, was 
going to be a process of identity change as well as self care. This was in stark contrast 
to my research topic. After further exploring the option of recruiting young men who 
self harm via internet support groups, it became clear to me that very few members of 
the support groups were male; some support groups had no male members. In order to 
overcome this obstacle of access in recruiting a viable sample I decided to make use 
of key informants and decided to interview therapists who had been working with 
young men who self harm.
I interviewed nine therapists and the time prior to my daughter’s birth was spent 
transcribing and making initial notes for the data analysis. When my daughter was 
nine weeks old, I continued with the analysis which was a time consuming process 
and it spread over many months due to adapting to motherhood and a considerable 
reduction in spare time. I felt overwhelmed with the wealth of data and struggled to
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make sense of and sort the data into a cohesive table of themes. Upon reflection, there 
seemed to be a parallel process with the young men the therapists were talking about. 
Most of them struggled with overwhelming emotions and struggled with making sense 
of them. With this acknowledgement and managing my distress by talking to my 
partner and dedicating some ‘self care’ time, I was able to complete the data analysis 
and write a narrative account.
In conclusion, this research endeavour was a very emotive experience for me; it 
increased my self awareness and changed my preconceived ideas about self-harm and 
suicide. When I wrote the literature review, I viewed outcome research as successful 
in terms of ‘stopping the behaviour’ in contrast to resolving the underlying issues.
This reflected my own anxiety regarding risk to death in self-harm, which in turn was 
further influenced by the deaths of my mother and brother. In addition, the research 
enhanced my skills in conducting interpretative phenomenological research. Finally, it 
hopefully succeeded in giving ‘voice’ to young men (albeit at some distance), 
elucidate the experiences of therapists and enhance therapeutic work with young 
people who self harm.
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